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TRINSICON 


(hematinic concentrate with intrinsic factor, Lilly) 


assures complete anemia therapy 


.. . because it provides therapeutic quantities of 
all known hematinic factors 


JUST TWO PULVULES® TRINSICON (DAILY DOSE) PROVIDE: 

Special Liver-Stomach Concentrate, Lilly (containing Intrinsic Factor) . . 300 mg. 
Vitamin B,, with Intrinsic Factor Concentrate, U.S.P..... . 1U.S.P. unit (oral) 
Vitamin Bi; Activity Concentrate, N.F. 15 meg. 
Ferrous Sulfate, Anhydrous 

Ascorbic Acid 

Folic Acid 
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why all the fuss 
over potassium? 


Many physicians will recall when safe but 


potent organomercurials were first intro- 


duced. At the time there was considerable 


worry about possible potassium loss. Pa- 


tients were instructed to take foods rich 


in this mineral, and not infrequently potas- 


sium supplements also were advised. After 


enough experience was gained, it became 


evident that only the exceptional case could 


lose enough potassium to be concerned 


about. And with oral organomercurial diu- 


retics this was practically never a problem. 


Why revive the subject now? Because 


clinical experience with nonmercurial diuretics indicates most of them have such a 


specific effect on potassium that with their use very real problems must be faced. Enough 


potassium loss can lead to digitalis toxicity or to a classical overt hypopotassemia. Since a 


fair percentage of cardiacs who receive diuretics are also digitalized, this excess potassium 


excretion is clinically serious. Clinical experience is still too limited with some nonmercurial 


diuretics to say just how often such loss will occur—but warnings already have been 


sounded by some clinical investigators as to the need for potassium supplementation. 


Experience in many patients, for many years, demonstrates that potassium loss is never 


a problem when NEOHYDRIN® is the oral diuretic. And there is no refractoriness to this 


effective oral organomercurial. 
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ADVERTISEMENTS 


A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 
of long pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 

Ample facilities are afforded for recreational and occupational therapy, particularly out- 
of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his problems and by adjustinert to his personality § difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 
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CUT BOOKKEEPING — OFFICE AND TAX EXPENSES TO A MINIMUM 


USE 
The Physician 4 Daily Record 
RECOMMENDED BY 
TAX EXPERTS AND ACCOUNTANTS 


Income—Professional and Non Professional Record- 
ed Daily 

Expenses—Professional and Non Professional De- 
ductible—-Non Deductible Segregated 

Daily Cash Reconciliation—Monthly Balances 

Business Volume and Net Profit Summarized 
Monthly 

Accounts Receivable Control Each Month Guards 
Against “Slip Ups” on Charges and Pay- 
ments 

Pay Roll—Social Security—Withholding Tax, Ete. 


A PERMANENT RECORD OF EVERY BUSINESS TRANSACTION 


SINGLE BOOK FOR 1959 (one page—-44 lines—for each day) $ «28.50 
DOUBLE BOOK for 1959 (two pages—88 lines—for each day) _.._.. $16.00 


WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” : 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
119 East 7th Street Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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the chill 
the cough 
the aching muscles 


the fever 


Viral upper respiratory infection....For this patient, your management will be twofold— 
prompt symptomatic relief plus the prevention and treatment of bacterial complications. 
PEN: VEE-Cidin backs your attack by broad, multiple action. It relieves aches and pains, and 
reduces fever. It counters depression and fatigue. It alleviates cough. It calms the emotional 
unrest. And it dependably combats bacterial invasion because it is the only preparation of its 
kind to contain penicillin V. 


SUPPLIED: Capsules, bottles of 36. Each capsule contains 62.5 mg. (100,000 units) of penicillin V, 194 mg. of 
salicylamide, 6.25 mg. of promethazine hydrochloride, 130 mg. of phenacetin, and 3 mg. of mephentermine sulfate. 


® 
Penicillin V with Salicylamide, Promethazine Hydrochloride, Phenacetin, and Mephentermine Sulfate, Wyeth Philadelphia 1, Pa, 
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How to live comfortably, \ 
with no monéy at all... 


Perhaps, on a South Sea Island, you could live . . . even live comfortably, 
without any money at all. Whether well or sick or disabled, there would 
be no need for cash. 


Here in the good old U. S. A., it’s an entirely different problem. And that 
is one of the worries peculiar to the Professional Man. If he becomes 
disabled by sickness or accident, his professional income usually stops. 
There’s no boss to keep him on the payroll; no 30-day sick leave; 
no Workmen’‘s Compensation, 


That's why so many Doctors protect themselves against such financial 
disaster with Mutuci of Omaha Accident and Health insurance. Ask about 
our PROFESSIONAL MEN’S PLAN, designed to meet the special problems 
of the Medical Profession. 


Largest Exclusive Health and Accident Company in the World. 


G. A. RICHARDSON, General Agent J. A. MORAN, General Agent 
Winston-Salem, N. C. Wilmington, N. C. 


J. P. GILES, General Agent 
Asheville, N. C. 
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mixed-Sulfas Suspension 
designed for 

older children 

and adults 


Providing the same as its 
honey-sulfa suspensions, Honey-Diazine and Honey- 

_ Trisulfas, H.T.S. is prepared with pure clover honey 
— mint green in color . . . and taste appealing 
. . . designed for adults and older children. 


With H.T.S. Suspension, peak blood levels are 


reached rapidly and are sustained over a long 
period of time, insuring maintenance of therapeutic 
levels upon routine administration. 


Each 5 cc. teaspoonful of H.T.S. contains 0.5 
gram of the meth-dia-mer sulfonamides, providing — 
a pleasant, economical product that is highly effec- 
_tive in the treatment and prophylaxis of most 
staphylococcic, pneumococcic, hemolytic strepto- 
coccic, meningococcic and gonococcic infections. 


PRODUCTS CO., INC. 
PETERSBURG, VIRGINIA 
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FOR FLAGELLATE AND FUNGAL VAGINITIS 
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Floraquin 


Whenever a woman complains of vaginal dis- 
charge with pruritus, a trichomonal infection! 
must be suspected. Moniliasis, the second most 
frequent cause? of leukorrhea, often occurs® in 
conjunction with diabetes mellitus, pregnancy 
and estrogen or broad spectrum antibiotic ther- 
apy. Commonly used douches wash away nor- 
mal acid secretions and protective Déderlein 
bacilli, thus tending to aggravate the problem. 

Floraquin, containing Diodoquin® (diiodo- 
hydroxyquin, U.S.P.), eliminates infection and 
provides boric acid and sugar to restore the 
acidic pH which favors replacement of patho- 
gens by normal Déderlein bacilli. The danger 
of recurrence is thus minimized. 

Pitt reports? consistently good results after 
daily vaginal insufflation of Floraquin powder 
for three to five days, followed by acid douches 
and the daily insertion of Floraquin vaginal tab- 
lets throughout one or two menstrual cycles. 


Destroys Common Vaginal Pathogens; 
Rebuilds Normal Bacterial Barrier 


Intravaginal Applicator for Improved 
Treatment of Vaginitis— 


This smooth, unbreakable, plastic plunger de- 
vice is designed for simplified insertion of Flora- 
quin tablets by the patient; it places tablets in 
the fornices and thus assures coating of the 
entire vaginal mucosa as the tablets disintegrate. 
A Floraquin applicator is supplied with each 
box of 50 tablets. 

G. D. Searle & Co., Chicago 80, Illinois. Re- 
search in the Service of Medicine. 


1. Davis, C. H.: Trichomonas Vaginalis Infections: A 
Clinical and Experimental Study, J.A.M.A. 157:126 
(Jan. 8) 1955. 

2. Pitt, M. B.: Leukorrhea, Causes and Management, 
J.M.A. Alabama 25:182 (Feb.) 1956. 

3. Lang, W. R.: Recent Advances in Vaginitis, Phila- 
delphia Med. 51:1494 (June 15) 1956. 
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BONADO 


MORNING 


SICKNESS, 


Highest percentage of relief: 
In Drugs of Choice’, clinical data 
on several therapies for nausea 
and vomiting of pregnancy is 
summarized. BONADOXIN afforded 
the highest percentage of relief 
in the “excellent” (79%) and 
“good” (16%) combined 
categories. The majority of cases 
were completely controlled in . 
the first week of treatment, 
almost all on one tablet nightly. 
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Safe, 
BONADOXIN doesn’t “stop” the 
patient. It is free of side effects 
commonly associated with 
overpotent antinauseants. 
Goldsmith, reporting on 620 
controlled cases, states that 
“toxicity and intolerance 

{are] zero." 


Now 


5 available in tablet or drop form. 
Dosage: usually one tablet or one tsp. 
(5 cc.) at bedtime, Severe cases may require 
another dose on arising. 


Supplied: tiny pink-and-blue tablets, 
bottles of 25 and 100. Bonadoxin Drops in 
30 cc. dropper bottles. 
Each tiny pink-and-blue Bonadoxin tablet contains: 
Meclizine HCl (25 mg.) 
...for symptomatic relief 
Pyridoxine HCl (50 mg.) 
.-for metabolic action and prompt 
antinauseant effect. 


Infant colic? : 


Non-narcotic Bonadoxin Drops stop colic 
in about 85% of cases. 
Each cc. contains: 


Meclizine Dihydrochloride. . .8.33:mg. 
Pyridoxine Hydrochloride. . .16.67 mg. 
Dosage: 

e 0.5 cc. 


4 


under 6 months 2 or 3 times 
mont months to2years 1.5 to 2cc. daily, on the 
2 to 6 years wags. "2 tongue, in 


fruit juice or 
1 teaspoon (5 cc.) water 


adults and children 
over 6 years 


Supplied: 
fruit-flavored, clear greensyrup in 30 cc. 
dropper bottles. 

References: 1. Drugs of Choice 1958-1959, 
St. Louis, C. V. Mosby p- 347, 
2. Goldsmith, J. W.: Minnesota 

40:99 (Feb.) 1957. 
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make cough MORE PRODUCTIVE, 
LESS DESTRUCTIVE 


“Significantly superior’? cough therapy for ‘‘markedly” 
reducing the severity and frequency of coughing,’ for 
increasing respiratory tract fluid,! for making sputum 
easier to raise,? and for relieving respiratory discomfort.* 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 


Ethical Pharmaceuticals of Merit since 1878 


References: 

1, Blanchard, K., and Ford, R. A.: 
Clin. Med. 3:961, 1956. 2. Cass, L. J., 
and Frederik, W. S.: 2:844, 1951. 
3. Hayes, R. W., and Jacobs, L. S.: 
Dis. Chest 30:441, 1956. 4. Schwartz, 
E., Levin, L., Leibowitz, H., and 
McGinn, J. P.: Am. Pract. & Digest 
Treat. 7:585, 1956. 


the bronchial tree 
@ a6 ve 
| hastoo much bark" § 
Robitussin with Antihistamine and Codeine: Same formula as Robitussin, plus 
“\\ * _ prophenpyridamine maleate 7.5 mg. and codeine phosphate 10 mg. per 5 cc. (Exempt narcotic) — 


“cut treatment time in half 
using half the amount of vitamin 


; eczemas, dry scaly skin | 


aquasol 


the original aqueous, natural 
high-potency vitamin A in capsule form 


hyperkeratosis, desquamation and comedone > 

formation with resultant follicular Plugging 
é 
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_ Aquasol A capsules are aqueous 
— far faster, more complete absorption of their water-solubilized vitamin A 


(up to 300% higher blood levels as*cimpared with, oily vitamin A). 


} 
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Aquasol A. capsules.contain natural 

vitamin A for faster, better utilization. 

Natural vitamin A provides all known and fully utilizable physiologically 
active isomers of vitamin A — as compared with synthetic vitamin A 

which affords only one isomer, an isomer requiring conversion in the body 
before it can be utilized in certain enzyme processes. 


Vitamin A has become an integral part of therapy in acne, chronic eczemas, 
excessively dry skin and other hyperkeratotic lesions. Why not use 

more effective, convenient Aquasol A capsules. Special processing of 

the natural vitamin. A removes potential allergenic non-vitamin materials. 


three separate high potencies of 


AQUASOL A CAPSULES 


-solubilized natukal vitamin A) 
. per capsule: 


25,000 U.S.P.units 3 
50,000 U.s.P. units 


bottles of 100, 500 and 1000 capsules 


Samples and literature available upon request 


u.s. vitamin corporation - pxarmaceuticais 


(Arlington-Funk Laboratories, division) 
250 East 43rd Street, New York 17, N. Y. 
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Milprem-200 


a new potency for 
greater dosage flexibility 
in treating the menopause 


SUPPLIED: Bottles of 60 tablets. 


posaGE: One tablet t.i.d. in 21-day courses 
with one week rest periods. 

Should be adjusted to individual requirements. 
ALSO AVAILABLE: Milprem-400(400 mg. 

Miltown + 0.4 mg. Conjugated Estrogens, equine) 
in bottles of 60 tablets. 

Literature and samples on request 


WALLACE LABORATORIES, New Brunswick, N. J. 


200 mg. MILTOWN® 
+ 
0.4 mg. CONJUGATED 
ESTROGENS (EQUINE) 


disturbances 
of ovarian decline 
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© 1958, ABBOTT LABORATORIES, NORTH CHICAGO, ILLINOIS 


(Erythromycin Stearate, Abbott) 


indications: 

In infections caused by staphylococci, 
streptococci (including enterococci) and 
pneumococci. Also, against organisms 
that have become resistant to other anti- 
biotics. ERYTHROCIN should be used 
where patients are allergic to penicillin or 
other antibacterials. 

dosage: 

Usual adult dose is 250 mg. every six 
hours; for severe infections, usual dose is 
500 mg. every six hours. Child's dose may 
be reduced in proportion to body weight. 
supplied: 

In bottles of 25 and 100 Filmtabs (repre- 
senting 100 and 250 mg. of ERYTHROCIN 
activity). Also, in cinnamon-flavored oral 
suspension; 75-cc. bottles. Each 5-cc. 
teaspoonful represents 100 mg. of 
ERYTHROCIN activity. 

® Filmtab — Film-sealed tablets, Abbott; pat. applied for. 
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antibiotic 


remarkable effectiveness 


against the coccl- 
plus a safety record 


unmatched in systemic 


antibiotic therapy 


Now, after more than six years of extensive 
use, there has not been a single serious 
reaction to ERYTHROCIN. Additionally, the 
often-met problem of resistance has re- 
mained unusually low with ERYTHROCIN. 


Therapeutically, you'll find ERYTHROCIN 
highly effective against the majority of coc- 
cal organisms. Where severe viral attacks 
occur, ERYTHROCIN may well be the wea- 


pon to counteract those Abbott 
dangerous complications. 
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blood levels 


Potassium 
Penicillin V 
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White line on the charbshows the ranges of Fi'mtab 
COMPOCILLIN-VK,. while the gray fine shows the 
medians. Nole the high ranges and averages at YG 

our, ang at Aour. 


Doses of 406,000 units wer@adminisiered nveal- 


“time to 40 subjects involved in this study. 


NOw, IN BOTH FILMTAB AND ORAL SOLUTION, patients 
get high penicillin V blood levels with COMPOCILLIN- 
VK. Note the chart. Concentrations are three times 
higher than an equivalent dose of potassium peni- 
cillin G. 


COMPOCILLIN-VK is indicated whenever you desire 
oral penicillin therapy. In severe infections, oral 
penicillin should be supplemented by parenteral 
therapy to obtain the-maximum therapeutic 
response. 


Indications: 

Against all organisms sensitive to oral penicillin 
therapy. For prophylaxis and treatment of complica- 
tions in viral conditions. And as a prophylaxis in 
rheumatic fever and rheumatic heart disease. 


Dosage: 


Depending on the severity of the infection, the usual 
adult dose is 125 to 250 mg. (200,000 to 400,000 units) 


every four to six hours. For children, dosage may be 
reduced in proportion to body weight. 


Supplied: 

In Filmtabs, representing 125 mg. (200,000 units) of 
potassium penicillin V, bottles of 50 and 100. In 250 
mg. (400,000 units), bottles of 25 and 100. 


For Oral Solution, COMPOCILLIN-VK comes in dry 
granules for easy reconstitution with water. Cherry- 
flavored, the granules come in 40-cc. and 80-cc. 
bottles. Each 5-cc. teaspoon of solution represents 
125 mg. (200,000 units) of potassium penicillin V. 


CompPoci.tin-V® Oral Suspension (Ready-Mixed), 
Hydrabamine Penicillin V, Abbott, comes in 40-cc. 
and 80-cc. bottles. Each tasty, banana-flavored 5-cc. 


teaspoonful represents 180 mg. (300,000 
units) of penicillin V. At all pharmacies. Ub Gott 
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indications: 

Against a wide range of staphylococcal, 
streptococcal, pneumococcal and 
enterococcal infections. A drug of choice 
for treating serious infections caused by 
organisms that resistall other antibiotics. 


dosage: 

Administered intravenously. In pneumo- 
coccal, streptococcal and enterococcal 
infections, a dosage of 25 mg./Kg. will 
usually be adequate. Majority of staphy- 
lococcal infections will be controlled by 
25 to 50 mg./Kg. per day. It is recom- 
mended thatthe daily dosages be divided 
into two or three equal parts at eight-or 
12-hour intervals. 


supplied: 

In vials containing a sterile, lyophilized 
powder, representing 500 mg. of risto- 
cetin A activity. 


(RISTOCETIN, ABBOTT) 
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provides bactericidal action 


against cocca/l infections 


provides successful short-term therapy 


against endocarditis’ 


provides clinical effectiveness against 


resistant staphylococc/ and enterococci? 


Now, after almost a year, SPONTIN has proved 
to be an exceptionally valuable agent for treating 
serious coccal infections. 

Some of the outstanding clinical responses 
to SPONTIN therapy involved enterococcal en- 
docarditis, staphylococcal pneumonias and 
staphylococcal bacteremias. These were patients 
who were going downhill steadily—in spite of 
treatment by other antibiotics. 

Results, of course, were not always good. 
Sometimes, the patient was treated with 
SPONTIN too late. Occasionally, there were side 
effects and SPONTIN had to be withdrawn. But 
generally, SPONTIN proved extremely useful and 
many times—lifesaving. Be sure Ob 
your hospital has it stocked. 

1, Antibiotics Annual, 1956-'57, p. 706. 
2. Antibiotics Annual, 1957-'58, p. 180-7. 
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ferme: 
Capsules, botties of +6 ana 400 
€ach captule contains: 
phoiphate (etracyciine phosphate 
Oquivaiént te tetracycline nydra- 
4 
‘Wibamyein (os novobiocin sodium). ..1235 mz. 


2. Pansiba KM tt Flavored Granules. When 
sufficient water is added to fili the hboattie, 
Gach tesspeentul (5 ct.) contains: 


Panmycia equivalent to: tetra- 
cystine hy 
(as calcium). -62.5 mg. 

ssium metaphesphatc ......_..100 mg. 


Borage: 

Capsules 

Usual dosage is capsuies q.i.d. 

KM Granules 

Far the treatment of moderately acute Infcc- 

tions in Infants and the recem- 

mended @osage is teaspoontul per 1% to 

20 tes, Of body weigM per cay, administered 

in. 2 te 4 equal Severe of proionged 

higher doses, Oosege for 
is 2 4 times daily, 

Gepenting on the severe the in- 


at 


Results with “... antacid therapy with DAA are essentially the same as... with 
potent anticholinergic drugs.” 


Dihydroxy aluminum aminoacetate, N.N.R. 


In recent years, a number of new synthetic anticholiner- 
gic drugs with numerous and varying side effects have 
been investigated for treatment of peptic ulcer. However, 
a double-blind study conducted recently by Cayer et al 
suggests that the use of such anticholinergic drugs is 
seldom necessary. The authors concluded that “The 
percentage of ‘good to excellent’ results obtained in 


patients on continuous long-term antacid therapy with 
DAA (74%) is essentially the same as that previously 
noted in ulcer patients treated under similar conditions 
with potent anticholinergic drugs alone.” 

The authors’ choice of dihydroxy aluminum amino- 
acetate (DAA) was based on the fact that “the tablet 
form of DAA (is) more active than a variety of straight 
aluminum hydroxide magmas.” They further commented 
that ‘Because of the convenience of tablet medication 
as compared with the liquid gel—a convenience which 
in the use of other tablets is gained at the expense of 
therapeutic effectiveness—dihydroxy aluminum amino- 
acetate was used exclusively.” 

Aucyn (dihydroxy aluminum aminoacetate) Tablets 


are supplied in bottles of 100 tablets (0.5 Gm. per tablet), 


BRAYTEN PHARMACEUTICAL COMPANY «© Chattanooga 9, Tennessee 
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CITRIC ACID 

the 

additive 

choice 

of 

Lederle Research 


triple assurance of maximum antibiotic potency 


In developing ACHROMYCIN V, Lederle research scientists 
aimed for patient response rather than laboratory results, and 
chose citric acid for its outstanding value under clinical con- 
ditions. Citric acid is unique in that it contains THREE free 
carboxy! groups in every molecule to combine with the metal- 
lic ions which interfere with gastrointestinal absorption. This 
activity thus leaves the pure active tetracyc/ine molecule 
available for full absorption and rapid action at the site of 
infection. 
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ASSURES EVERY PATIENT PRECISE 
ANTIBIOTIC ACTION UNDER THE VARIED 


CONDITIONS OF REALISTIC CLINICAL PRACTICE 


produces optimal gastric conditions 

Wealy, most antibiotics are given on an empty stomach. Since citric acid helps control un- 
favorable variances in gastric content,conditions in the stomach are optima! with ACHROMYCIN V 
tetracycline with citric acid. 


prevents interference with absorption 

seuvesterng of antibiotic molecules by free metallic ions, always present in the intestinal 
tract, Can deprive patients of a full therapeutic dose. The three active carboxyl radicals which 
Graeect the action of ACHROMYCIN ¥ trap these free cations and allow uninhibited antibiotic 
absorption. 


provides for peak antibiatic action 


‘AL the Site of infection where, in essence, all antibiotics are proved, ACHRCMYCIN V combats 
@ wide range of pathogens under optimal tissue conditions. Citric acid, a factor ef medically 
estaplshed Value in the natural acid-base regulating mechanism of the G.\. tract, facilitates a 
more complete, and rapid antibiotic action. 


MURE DOCTORS PRESCRIBE 
THAN ANY OTHER 
BROAD-SPECTRUM ANTIBIOTIC 


LEGERLE LABORATORIES, Division of AMERICAN CYANAMID COMPANY, Feart River, N.Y. 


OREG. U.S. PA WF, 
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Much better 


GLUCOSAMINE POTENTIATED TETRACYCLINE 


CAPSULES ORAL SUSPENSION NEW! PEDIATRIC DROPS 
(black and white) (orange-flavored) (orange-flavored) 5 mg. per drop, 
250 mg., 125 mg. 125 mg. per tsp. (5 cc.), 2 oz. bottle calibrated dropper, 10 cc. bottle 
COSA-TETRASTATIN* COSA-TETRACYDIN* 
glucosamine potentiated tetracycline with nystatin glucosamine potentiated tetracycline-analgesic- 
antibacterial plus added protection against antihistamine compound 


monilial superinfection For relief of symptoms and malaise of the common 


we. Comte cold and prevention of secondary complications 


(with 250,000 u. nystatin) CAPSULES (black and orange) Ea. capsule contains: 


ORAL SUSPENSION 125 mg. per tsp. (5 cc.) Cosa- Cosa-Tetracyn 125 mg. . phenacetin 120 mg. .« caffeine 
Tetracyn, (with 125,000 u. nystatin), 2 oz. bottle 30 mg. . salicylamide 150 mg. . buclizine HCl 15 mg. 


REFERENCES: 1. Carlozzi, M.: Ant. Med. & Clin. Therapy 5:146 (Feb.) 1958. 2. Welch, H.; Wright, W. W., and Staffa, A. W.: Ant. Med. 
& Clin. Therapy 5:52 (Jan.) 1958. 3. Marlow, A. A., and Bartlett, G. R.: Glucosamine and Leukemia. Proc. Soc. Exp. Biol. & Med. 84:41, 
1953. 4. Shalowitz, M.: Clin. Rev. 1:25 (April) 1958. 5. Nathan, L. A.: Arch. Pediat. 75:251 (June) 1958. 6. Cornbleet, T.; Chesrow, E., 
and Barsky, S.: Ant. Med. & Clin. Therapy 5:328 (May) 1958. 7. Stone, M. L.; Sedlis, A., Bamford, J., and Bradley, W.: Ant. Med. & 
Clin. Therapy 5:322 (May) 1958. 8. Harris, H.: Clin. Rev. 1:15 (July) 1958. 
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Proven in research 


1. Highest tetracycline serum levels 
2. Most consistently elevated serum levels 
3. Safe, physiologic potentiation (with a natural human metabolite) 


And now in practice 


4. More rapid clinical response 
5. Unexcelled toleration 


Pfizer) Science for the world’s well-being 
PFIZER LABORATORIES 
Div., Chas. Pfizer and Co., Inc. 
Brooklyn 6, New York * Trademark 
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Comments by investigators on 


(Methocarbamol Robins, U.S. Pat. No. 2770649) 


—the remarkably efficient skeletal muscle relaxant, 


‘unique in chemical formulation, and outstanding for 


sustained action and relative freedom from adverse 
side effects. 
PUBLISHED i. Carpenter, E. B.: 
2. P.: J.A.M.A. 167:1638, and Truitt, E. B., Jr. 
& Exper. 119:161, 1957. 4, Morgan, M., Truitt, &. B., 

Pharm. Assn., Sci. Ed. 46:374, 1957. S. D.: J. 
160, 1958. s. Park, H. W.: J.A.M.A. 167:168, 1958. B., Jr., and Patterson, 


Proc. Soc. Exper. Bio. & Med. 95: Patterson, R. B., 
A. and Little, J. M.: J. Pharm. . Therap. 1957. 


Supply: Tablets (white, scored), 0.5 Gm., bottles of 50 and 500. 


A. H. ROBINS CO., INC., Richmond 20, Va. 
Ethical Pharmaceuticals of Merit since 1878 


Summary of four new published clinical studies: 
Robaxin Beneficial in 95.6% of Cases of Acute Skeletal Muscle Spasm'.*-*-« 


NO. 
CONDITION PATIENTS RESPONSE 
STUDY 1* “marked” | moderate | slight | none 
Skeletal muscle 
spasm secondary to 
acute trauma 33 26 6 1 — 
sTUuDY 2? “pronounced” 
Herniated dise 39 25 13 — 1 
Ligamentous strains 8 4 4 — — 
Torticollis 3 3 — — — 
Whiplash injury 3 2 1 — — 
Contusions, 
fractures, and 
muscle soreness 
due to accidents 5 3 2 ams — 
stupy 3° “excellent™ 
Herniated dise 8 6 2 
Acute fibromyositis 8 8 — — _ 
Torticollis 1 — — 1 _ 
stupy 4° “significant” 
Pyramidal tract 
and acute myalgic 
disorders 30 27 ne 
TOTALS . 138 104 28 a 2 
(75.3%) (20.3%) 


THE JOU RNAL 


“In the author's clinical experi- 


ence, methocarbamol has af- 
forded greater relief of muscle 


methocarbamol administration, 
was obtained in all patients with 
acute skeletal muscle spasm.’’* 


THE JOURNAL 


American ston 


“In no instance was there eny_ 
significant reduction in voluntary 
strength or intensity of simple 


“This study has demonstrated 
that methocarbamol (Robaxin) is 
a superior skeletal muscle relax- 
ant in acute orthopedic condi- 


« 
: 
Rgbins UJ | 
| 
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spasm and pain for a longer 
period of time without undesir- 
tions than any other commonly 
used relaxants...”7 
: T “An excellent result, following 
an 
ane 
\ 
‘ 
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Sulfamethoxypyridazine Lederie 


Infections 


Unusual Antibacterial and Anti-infective Properties— More soluble in acid urine'... higher and 
better sustained plasma levels than any other known and useful antibacterial sulfonamide.’ 


Unprecedented Low Dosage—Less sulfa for the kidney to cope with... yet fully effective. A single 
daily dose of 0.5 to 1.0 Gm. maintains higher plasma levels than 4 to 6 Gm. daily of other sulfona- 
mides—a notable asset in prolonged therapy.? 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, followed by 0.5 Gm. (1 
tablet) every day thereafter, or 1 Gm. every other day for mild to moderate infections. In severe 
infections where prompt, high blood levels are indicated, the initial dose should be 2 Gm. followed 
by 0.5 Gm. every 24 hours. 


KYNEX—WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (74% grains) of sulfamethoxypyridazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfamethoxypyridazine. 
Bottle of 4 fi. oz. 


references : 
1 Grseble, Z9- and Jackson, G.G.: Prolonged Treatment of Urinary-Tract Infections with Sulfamethoxypyridazine. New England J. Med. 


2. Editorial: New England J. Med. 258 :48-49, 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York C Lederie ) 
*Reg. U.S. Pat, Off. 
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Faster rehabilitation in 


Joint Inflammation and muscle spasm 
are the two el its st resp ible 
for disability In rheumatic-arthritic dis- 
orders—and MEPROLONE is the one 
agent that treats both. 


MEPROLONE suppresses the Inflammatory 
process and simultaneously relieves aching 
and stiffness caused by muscle spasm, to pro- 
vide greater therapeutic benefits and a shorter 
rehabilitation period than any single antirneu- 
matic-antiarthritic agent. 


MEPROLONE-2 Is Indicated In cases of severe 
involvement, yet often leads to a reduction of 
steroid dosage because of its muscie-relaxant 
action. When involvement is only moderately 
severe or miid, MEPROLONE-1may be indicated. 


SUPPLIED: Multiple Compressed Tablets In 
three formulas: MEPROLONE-2—2.0 mg. pred- 
nisolone, 200 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel (bottles of 100). 
MEPROLONE -1 supplies 1.0 mg. prednisolone 
In the same formula as MEPROLONE-2 (bot- 
ties of 100). MEPROLONE-5S—5.0O mg. predniso- 
lone, 400 mg. meprobamate and 200 mg. dried 
aluminum hydroxide gel (botties of 30). 


Because muscles move joints, 
both muscle spasm and joint 
inflammation must be 
considered in treating the 
rheumatic-arthritic patient, 


MERCK SHARP & DOHME bivision of MERCK & CO., Inc., Philadelphia 1, Pa. > 
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Rheumatoid Arthritis 


Multiple compressed tablets 


MEPROLONE is the one 
antirheumatic-antiarthritic that 
exerts a simultaneous action to 
relax muscles in spasm and 

to suppress joint inflammation. «+» 


Therefore, MEPROLONE does 
more than any single agent to 
help the physician shorten the 
time between disability and 
employability. 


MEPROLONE Is a trade-mark of Merck & Co., Inc. 


@ 
THE FIRST MEPRCBAMATE-PREONISO LONE THERAPY 
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all cold symptoms 


New timed-release tablet provides: 


... the superior decongestant and antihistaminic action 
of Triaminic 


.non-narcotic cough control as effective as with 
codeine, but without codeine’s drawbacks 


.-an expectorant to augment demulcent fluids 


.. the specific antipyretic and analgesic effect of well- 
tolerated APAP 


.. the prompt and prolonged activity of timed-release 
medication 


Each Tussacesic Tablet contains: 
(phenylpropanolamine HCl .... 
pheniramine maleate 
pyrilamine maleate 5 mg. To reduce upper respiratory congestion and irritating 


Dormethan (brand of dextro- secretions. 
methorphan HBr) ...... . For non-narcotic control of the cough reflex. 
Terpin To augment demulcent respiratory secretions. 
APAP (N-acetyl-para-aminophenol) .325 mg. For specific, highly effective antipyresis and analgesia. 


Tussagesic Tablets provide relief from all cold E first—3 to 4 hours of 
symptoms in minutes, lasting for hours. relief from the 


Dosage: One tablet in the morning, mid- outer layer 


afternoon, and in the evening, if needed. The 

tablet should be swallowed whole to preserve 

the timed-release action. then —3 to 4 more hours 
of relief from 
the inner core 


Also available—for those who prefer 


palatable liquid medication- » L USSAGESIC SUSpension 


? 


SMITH-DORSEY + a division of The Wander Company «+ Lincoln, Nebraska + Peterborough, Canada 
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sustained release 


capsules 
Meprospan: 


(Miltown®) capsules 


Two capsules on arising last all day 
Two capsules at bedtime last all night 


relieve nervous tension on a sustained 
basis, without between-dose interruption 


“The administration of meprobamate in 
1.Meprobamate is more widely prescribed than any sustained action form [ Meprospan | produced 
other tranquilizer. Source: Independent research a more uniform and sustained action e. 


Organization; name on request. 
these capsules offer effectiveness at 
tranquilizing and relaxing agents in children. 


Submitted for publication, 1958. reduced dosage.’”* 


Dosage: 2 Meprospan capsules q. 12 h. 
Supplied: 200 mg. capsules, bottles of 30. 


Literature and samples on request * WALLACE LABORATORI ES, New Brunswick, N. J. 
who discovered and introduced Miltown® 


*TRADE-MARK CME-7326 


stony Georgia 46x93, March Sersiin, ond Tie effec 
pe Acad. Se. 671726, M 7. 235. Schlesinger, &. 

(Feb, ST. I. F., Kron, k. ¥. and Peak, Mor tg 
3.8 The pro and other ruscle relaxants in mise) dus. teorhe ae 

cial ration cf meprobamate. Pri Am. oA, acv. 
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there’s pain and 
inflammation here... 
it could be mild 
or severe, acute or 


secondary fibrositis — “OF eve 
early rheumatoid arthritis 


: 


more potent and comprehensive treatment 
than salicylate alone 
... assured anti-inflammatory effect of low-dosage 


corticosteroid’ . . . additive antirheumatic action of 


corticosteroid plus salicylate*’* brings rapid pain 
relief; aids restoration of function . . . wide range 
of application including the entire fibrositis syn- 


drome as well as early or mild rheumatoid arthritis 


more conservative and manageable than full- 
dosage corticosteroid therapy— 


... much less likelihood of treatment-interrupting 
side effects’ * . . . reduces possibility of residual 


injury ... simple, flexible dosage schedule 


THERAPY SHOULD BE INDIVIDUALIZED 
acute conditions: Two or three tablets four times daily. After 
desired response is obtained, gradually reduce daily dosage 
and then discontinue. 


subacute or chronic conditions: Initially as above. When sat- 
isfactory control is obtained, gradually reduce the daily 
dosage to minimum effective maintenance level. For best 
results administer after meals and at bedtime. 


precautions: Because siGMAGEN contains prednisone, the 
same precautions and contraindications observed with this 
steroid apply also to the use of siGMaGEN. 


in 
any 

case 

it calls for 


corticoid-salicylate compoun 


Composition 


METICORTEN® (prednisone) O.75 MB, 
Acetylsalicylic acid ... bebe 
Aluminum hydroxide ... ss 75 meg. 
Ascorbic acid 20 mg. 


Packaging: siamacEN Tablets, bottles of 100 and 1000. 
“i References: 1. Spies, T. D., et al.: J.A.M.A. 159:645, 
reabet 1955. 2. Spies, T. D., et al.: Postgrad. Med. 17:1, 1955. 
3. Gelli, G., and Della Santa, L.: Minerva Pediat. 
7:1456, 1955. 4. Guerra, F.: Fed. Proc. 12:326, 1953. 
= 5. Busse, E. A.< Clin. Med. 2:1105, 1955. 6. Sticker, 

Cun. R. B.: Panel Discussion, Ohio State M. J. 52:1037, 1956. 


| 


WEIGHT REDUCTION: Obese patients may resist dieting because they fear Ip in thee va security often hsvcat in overeating. AMBAR helps 
them hold the diet line by giving there a more alert, brighter outlook. int = ERS:| Methamphetamine, a potent cNs augmenter, pro- 
duces less cardiovascular effect than amphetamine. jin AMBAR it is combinéd with jugt enough phenobarbitalito prevent overstimulation. AMBAR 
EXTENTABS provide 10-12 hours of appetite as? in ohe controli¢d}release, extended-action tablet: methamphetamine hydrochloride, 
10.0 mg.; phenobarbital (1 gr.) 64.8 mg. AMBAR T. BLETS fof conventi dosage por intermittent therapy contain methamphetamine hydro- 
chioride, 3.33 mg.; phenobarbital (14 gr.) 21.6 mg. ‘en ROBINS aa 1 c., Richnp ond, Virginia, Ethical rag of Merit Since 1878 


methamphetamine and phenobarbital 
TABLETS AND EXTENTABS® 


WEIGHT REDUCTION 
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ADVERTISEMENTS 


‘press. ‘ 
now for your 


copy 


“Unsaturated Fats 


Please use this coupon for ordering: 


PRODUCTS REFINING COMPAN) 


17 Battery Place 
New York 4, New York 


Please send me a free copy refer- 


ence book, “Unsaturated 
Cholesterol.” 

NAME 

ADDRESS 

CITY. ZONE. STATE 


Technical Pamphlet, “Facts about MAZOLA Corn Oil,” 
also available. Provides technical information on chemi- 
cal and physical properties. Check here if you wish a 
copy of this pamphlet... 


CORN PRODUCTS REFINING COMPANY 


and 


Serum Cholesterol’ 


A review of the latest concepts and 
results of current research 


This new book contains the most up-to-date 
bibliography of current research on: 1. The 
origin and behavior of cholesterol in the human 
body; 2. The effect of different dietary fats on 
serum cholesterol levels; 3. The nature of the 
active components in vegetable oils; and 4. Sug- 
gestions for practical diets. 

Now ready for distribution to Physicians by 
the makers of MAZOLA Corn Oil, this book 
supplements the 1957 monograph, ‘‘Vegetable 
Oils in Nutrition” and provides a broader cover- 
age of this important subject. 


As a regular part of daily meals 
MAZOLA® CORN OIL 


can be used for 
control of Serum Cholesterol levels 


MAZOLA CORN OIL...the only leading oil 
made from golden corn, is rich in the important 
unsaturated fatty acids—When an adequate 
amount of Mazola is part of the daily meals, 
elevated serum cholesterol levels tend to be 
lowered ... normal levels tend to stay level... 


MAZOLA CORN OIL is a natural food, and 
cholesterol free, can easily be included as part 
of the every day meals... simply and without 
seriously disturbing the patient’s usual eating 
habits...in salads, baking and other cooking 


processes. 


Each TABLESPOONFUL of 


MAZOLA 
Provides approximately : 
LINOLEIC 7.4 Gm. 
Natural tocopherols 15.0 mg. 
Cholesterol........... 
14 Gm. Calories...... 126 


Total unsaturated Fatty Acids—85% 


TYPICAL AMOUNTS PER DIET 


For a 3600 calorie diet............6. 3 Tbsp. 
For a 3000 calorie diet..........++. 2.5 Tbsp. 
For a 2000 calorie diet...........++ 1.5 Tbsp. 


XXXIII 
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whenever 
he 
Starts 


New vitamin-mineral supplement 
in delicious chocolate-like nuggets 


There’s nothing easier to give 
or take- 

than Delectavites. 

A real treat... 

the children’s favorite... 
tops with adults, too. 


WHITE LABORATORIES, INC, 
KENILWORTH, N. J, 


| 


é 
\ “4% Vita 8,000 Units® 
Sa Vitamin O................1,000 Units* 
Vitamin C_. 75 me. 
Vitamin 8-12 Activity.....3 mcg. 
Panthenol 
ME- 
12 m6. 
Caicium Carbonate.......125 mg. 
CODBIE 0.1 meg. 
Mg. 
Manganese mg. 
2S MBL 
“ver. units ter 
Dose. Nugget per 
Supplied ones of 30-one 
month's supply 
ii Boxes of 90—three 
months’ supply or 
= tamily package. 


essential ally of the doctor 


in relieving anxiety, tension 


perphenazine 


an‘agent of choice in treating tension 
e effective without somnolence é 


e allows the patient to continue his normal activities 7 


TRILAFON Tablets—2 mg. and 4 mg.; bottles of 50 and 500. 


TRILAFON REPETABS,® 4 mg. for prompt effect 
in the outer layer and 4 mg. for prolonged action in the 
timed-action inner core; bottles of 30 and 100. 


For complete details on TRILAFON consult Schering literature. 


(1) Marangoni, B, A.: Am. Pract. & Digest Treat. 8:1959, 1957. 


SCHERING CORPORATION «+ BLOOMFIELD, NEW JERSEY 


TR-J-2698 
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HYPERCHOLESTEREMIA 


Percentage of patients experiencing 
various degrees of decline in excess 
serum cholesterol 


Percentage reduction of 
excess serum cholesterol 
(over 150 mg. percent) 


QUALITY / RESEARCH / 


Less than 20% 


More than 40% 


... Without the necessity of dietary restrictions 


‘Cytellin’ provides the most rational 
and practical therapy available. 
Without any dietary adjustments, 
it lowers elevated serum cholesterol 
concentrations in most patients. 

In a number of studies, every 
patient who co-operated obtained 
good results from ‘Cytellin’ ther- 
apy. On the average, a 34 percent 
reduction of excess serum choles- 


*'Cytellin’ (Sitosterols, Lilly) 


AND COMPANY 


INDIANAPOLIS 6, 


terol (over 150 mg. percent) has 
been experienced. 

In addition to lowering hyper- 
cholesteremia, ‘Cytellin’ has been 
reported to effect reductions in C /P 
ratio, S-10-100 and S,12-400 lipo- 
proteins, “atherogenic index,” beta 
lipoproteins, and total lipids. 

May we send more complete infor- 
mation and bibliography? 


INDIANA, 


A. 


873009 
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Hyperparathyroidism occurs both pri- 
marily and secondarily. In the primary 
type, specific pathologic changes in the 
parathyroid glands result in generalized 
chemical alterations which produce the 
clinical picture of hyperparathyroidism. 
The secondary variety occurs as a reaction 
in the glands to disease of some other 
structure, particularly the kidney, bone, or 
pancreas. It is primary hyperparathyroid- 
ism which is of greatest interest and con- 
cern to the surgeon, and this discussion 
will be limited to this type. 

Historically, primary hyperparathyroid- 
ism is still a young disease, for it was only 
in 1925 that Mandl''’ performed the first 
successful parathyroidectomy during life. 
In keeping with the thinking of the times 
that the skeletal disease was primary, this 
patient was operated upon only after the 
unsuccessful use of cod-liver oil, extract of 
animal parathyroid gland, and even the 
transplantation of human parathyroid 
glands into the abdominal wall. Mandl be- 
came convinced that the latter procedure 
increased the disease, thus leading to the 
historic decision to explore the patient’s 
own parathyroid glands. The discovery and 
removal of an adenoma with immediate im- 
provement in the patient stimulated great 
interest in this disease; in the same year 
Hanson?) and Collip'*'independently pre- 
pared parathyroid extract, and the search 
for a physiologic understanding of the con- 
dition had begun. The great contributions 
along these lines produced by Albright, 
Castleman, Reifenstein, and others are well 
known. However, even with the funda- 
mental knowledge of this disease now 
available, it still remains a rare diagnosis, 
primarily because of lack of awareness of 
its frequency, and the lack of cooperative 


JAMES E. DAVIS, M.D. 


DURHAM 


effort on the part of combined hospital 
staffs to search for it. The best example of 
what can be accomplished lies in the fact 
that in clinics which are alert to this 
disease, it is not uncommon for more cases 
now to be diagnosed in a given year than 
were found in the preceeding decade. At 
Watts Hospital 4 cases have been seen in 
recent months, because of increased interest 
and effort on the part of several staff mem- 
bers. 
Pathologie Physiology 

Hyperparathyroidism is characterized by 
an increase in serum calcium, a decrease 
in serum phosphorus, and by increased ex- 
cretion of both calcium and phosphorus in 
the urine. These same changes follow the 
injection of parathyroid extract, and are 
reversed when the injections are discon- 
tinued or hyperfunctioning parathyroid 
tissue is removed, These four changes, 
while interrelated, do not occur at the same 
time. Albright and Ellsworth’, many 
years ago, found that the first change fol- 
lowing the injection of parathormone was 
an immediate increase in the excretion of 
phosphorus in the urine. As a result, the 
level of serum phosphorus falls, and as this 
occurs the serum calcium increases. The 
rise in serum calcium results ultimately in 
an increase in the calcium in the urine, 
though several hours may be required to 
complete the cycle from hyperphosphaturia 
to hypercalciuria. 


This work led to the belief that the pri- 
mary effect of parathormone was on phos- 
phorus excretion and that the calcium 
changes were secondary. Recently Mun- 
son) has challenged this belief by pre- 
senting evidence that perhaps two separate 
hormones actually exist, one causing the 
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excretion of phosphorus and the other 
causing the calcium-disturbing factors, 
possibly by preventing the maturation of 
osteoblasts. Clinically, the phosphate diure- 
sis is certainly the more important of these 
factors, for severe hyperparathyroidism 
may exist without any evidence of skeletal 
disease, and if the intake of calcium is suf- 
ficient to maintain positive calcium balance, 
the development of skeletal disease can be 
avoided. 

One interesting missing link in our con- 
cept of parathyroid function is that of a 
counterbalancing force. With the other en- 
docrine glands—thyroid, islet cells of the 
pancreas, and the gonads—a counterbal- 
ancing mechanism with the anterior pitui- 
tary has been clearly established. No such 
relationship has been evolved for the 
parathyroid. 


Pathology 


Hyperparathyroidism is caused by a sin- 
gle adenoma in slightly more than 80 per 
cent of the cases, by multiple adenomas in 
less than 10 per cent, and by primary hy- 
perplasia in about 10 per cent. Carcinoma 
of the parathyroid glands is rare, occurring 
in not more than 1 or 2 per cent of the 
cases, 

Adenomas vary in size from tumors no 
larger than a normal parathyroid gland to 
tumors weighing more than 100 Gm., 
though they are more likely to be small, 
usually weighing less than 1 Gm. Regard- 
less of size, they have a characteristic 
yellow-brown or chocolate brown color 
which is easily recognizable. Microscopical- 
ly, the most striking feature is the absence 
of stromal fat, which comprises 40 to 60 
per cent of the bulk of normal parathyroid 
tissue. The adenomatous tissue, while vary- 
ing from area to area, tends to be of one 
cell type, most commonly the chief cell, and 
this predominance of one type of cell al- 
lows pathologic classification. There is no 
fundamental difference, gross or micro- 
scopic, between single and multiple adeno- 
mas. 

Hyperplasia involves all parathyroid tis- 
sue, though not necessarily to the same de- 
gree. Consequently, one or two glands may 
at times seem to be uninvolved. However, 
with primary hyperplasia the tissues ap- 
pear more chocolate brown than in the 
adenoma, and this characteristic is some- 
times of diagnostic help. 
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Parathyroid carcinomas are extremely 
difficult to differentiate from adenomas and 
to diagnose histologically. Mitotic figures, 
bizarre nuclei, and giant cells are frequent- 
ly found in clinically benign tumors, while 
some of the malignant lesions have a com- 
pletely benign microscopic appearance. Of 
greatest help perhaps is the fact that be- 
nign adenomas are never locally invasive; 
consequently an invasive tumor in this area 
should be treated as malignant, regardless 
of the microscopic appearance. 

Hyperparathyroidism produced by these 
lesions is the same. Only a crude correla- 
tion exists between the size of the adenoma 
and the intensity of the disease—that is, 
the adenomas associated with marked hy- 
percalcemia tend to be large. Osteitis fibro- 
sa cystica is more likely to develop from 
severe rather than minimal hyperparathy- 
roidism, so that in general larger adenomas 
are to be expected in patients with osseous 
disease. 

Symptoms 


The symptoms of hyperparathyroidism 
can best be classified under three headings: 
(1) those due to the hypercalcemia; (2) 
those due to involvement of the urinary 
tract; and (3) those due to osseous involve-- 
ment. 

Symptoms due to hypercalcemia appear 
because the increased concentration of ionic 
calcium in serum is associated with.a de- 
crease in the neuromuscular excitability 
to both mechanical and electrical stimuli, 
thus accounting for hypotonia of all 
muscles. Hypotonia of smooth muscle is 
manifested by anorexia, nausea and vomit- 
ing, abdominal distention, abdominal pain, 
and constipation. Skeletal muscle hypo- 
tonia is manifested as lassitude, weakness, 
fatigability, and hypermobility of joints. 
The intensity of symptoms varies directly 
with the degree of hypercalcemia. 

Symptoms of hyperparathyroidism due 
to involvement of the urinary tract are pol- 
yuria, polydypsia, urinary calculi, and ne- 
phrocalcinosis. The polyuria and polydyp- 
sia result from the strong diuretic action 
of parathormone, and though these symp- 
toms may be sufficiently severe in the rare 
case to suggest diabetes insipidus, in the 
usual case of hyperparathyroidism they are 
not severe enough to be noted. 

The commonest complication of hyper- 
parathyroidism is the formation o. urinary 
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calculi. It is estimated that 5 to 8 per cent 
of patients with renal stones suffer from 
hyperparathyroidism, and that as many as 
15 per cent of those with recurrent stones 
will show this disease‘*). Calculi associated 
with hyperparathyroidism do not differ 
from calcium-containing stones resulting 
from any other disease. Renal calcinosis, 
the deposition of calcium in the tubules of 
the kidney, is perhaps the most serious 
complication of hyperparathyroidism, as it 
is invariably associated with some impair- 
ment of renal function. It is evident that 
the renal dysfunction may be progressive 
postoperatively, in spite of the fact that the 
hyperparathyroidism was cured. It appears 
that the ultimate outcome of the case is de- 
pendent on the renal damage at time of 
operation, and that renal insufficiency be- 
yond what is at present an indeterminable 
“point of no return” will progress to a fatal 
result in spite of any treatment. Cases of 
lesser renal damage at time of operation 
may show marked improvement once the 
hyperparathyroidism has been corrected. 
Thus it is imperative, if the patient is to 
be saved, that these cases be diagnosed and 
treated effectively before this point of 
renal damage is reached. 

The skeletal changes of hyperparathy- 
roidism are frequently absent and when 
present represent the result of a negative 
calcium balance. As long as the intake of 
calcium equals or exceeds the loss of cal- 
cium, osseous changes do not result. Where- 
as many years ago a large percentage of 
the diagnosed cases of hyperparathyroidism 
represented the extreme types of bony 
changes, as in osteitis fibrosa cystica, only 
a small percentage of cases today progress 
to this degree before the diagnosis is es- 
tablished. The fundamental change is de- 
mineralization of all bones, but the changes 
secondary to the demineralization may be 
localized, giving the false impression that 
the bony changes are entirely localized. 
These changes are painful, tender bones, 
collapsed vertebrae, bowing of the long 
bones, pathologic fractures, and the devel- 
opment of giant cell tumors and cysts. 

Diagnosis 

The most important aid in the diagnosis 
of this disease is a high index of suspicion, 
and it should be considered in all cases of 


renal calculi containing calcium, where 
nephrocalcinosis is demonstrated, in the 
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presence of polyuria and polydypsia, in 
cases of generalized osseous disease, and 
perhaps in bizarre gastrointestinal disease. 

The presence of suggestive gastrointes- 
tinal symptoms with hyperparathyroidism 
has received considerable attention in the 
recent literature. St. Goar‘’’, in reviewing 
the Presbyterian Hospital and the Mass- 
achusetts General Hospital series, found an 
incidence of associated active duodenal ul- 
cer of more than 8 per cent. In Hellstrom’s 
Swedish series‘*’ and the Johns Hopkins 
Hospital series‘*), the incidence was 14 and 
15 per cent respectively. These previously 
intractable ulcers healed quite promptly 
following removal of a parathyroid adeno- 
ma. In the Presbyterian Hospital series of 
45 cases, 16 patients showed gastrointestin- 
al symptoms of clinical significance. St. 
Goar has stressed the fact that these symp- 
toms often provide a clue to the earlier 
recognition of hyperparathyroidism and 
recommended that the diagnosis be con- 
sidered in all cases of unexplained episodes 
of nausea and vomiting, unexplained anor- 
exia and weight loss, peptic ulcers which 
do not respond to the usual mode of ther- 
apy, and unexplained abdominal pains, Ob- 
viously these symptoms are vague and 
frequently meaningless. However, they 
may lead the physician to further question- 
ing about minimal genitourinary or skeletal 
symptoms, or to greater concern about the 
patient’s weakness and exhaustion, and ul- 
timately to the correct diagnosis of hyper- 
thyroidism. Oliver Cope''’’ has suggested 
that pancreatitis is sometimes a complica- 
tion of hyperthyroidism and consequently 
serves occasionally as a clue to the diag- 
nosis. He has recently reported 2 cases in 
which this was true and in one of which 
the pancreatitis promptly subsided follow- 
ing excision of the parathyroid adenoma. 
Laboratory tests 

Although this disease must be suspected 
clinically, the diagnosis is actually made in 
the laboratory. Helpful tests are as follows. 

1. Elevated serum calcium. The greatest 
difficulty with this test as it is performed 
in most laboratories lies in its inaccuracy, 
but where accuracy is possible, the signifi- 
cant elevation may range from 10.1 to 18 
mg. per 100 cc. Black'*®’ has stressed the 
importance of minimal elevation: In his 
Mayo Clinic series an elevation of 11 mg. 
per 100 cc. was found in 14 per cent of 
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cases, and an elevation of less than 12 mg. 
per 100 cc. was present in 50 per cent. It 
should be remembered that the serum cal- 
cium level must be evaluated in conjunction 
with the value for serum proteins. Only the 
ionic calcium increases in hyperparathy- 
roidism, whereas the protein-bound frac- 
tion varies with the level of serum proteins. 
Consequently, an abnormal protein level 
may invalidate an otherwise significant 
serum calcium finding. 

2. Lowered serum phosphorus. Values of 
less than 3144 mg. per 100 cc. are found if 
renal function is normal, and the signifi- 
cance of any decreased phosphorus value is 
dependent on kidney function. However, 
hyperparathyroidism is frequently seen in 
patients with normal serum _ phosphate 
levels, as was evident in 60 per cent of 
Goldman’s series from the University of 
California"), 

3. Tubular reabsorption of phosphate. 
This represents one of the newer and most 
promising tests for hyperparathyroidism, 
and is considered perhaps the most accurate 
test other than a consistently elevated 
serum calcium. Normally, the renal tubules 
reabsorb 80 to 90 per cent of the phosphate 
filtered through the glomeruli, and it has 
been demonstrated that this reabsorption 
is considerably reduced in the presence of 
hyperparathyroidism. The test also ap- 
pears to be a measurement of the complete- 
ness of operation, for following resection 
of all hyperactive parathyroid tissue the 
lowered tubular reabsorption of phosphate 
returns to a normal value. 

4. Calcium tolerance test. In this test, a 
calcium salt is infused in a saline solution, 
and the rise of serum phosphate and the 
excretion of phosphates in the urine are 
measured, This method is sometimes of con- 
firmatory help, but is expensive to perform 
and is not felt to be as accurate as a demon- 
stration of hypercalcemia or a lowered 
tubular reabsorption of phosphate value. 

5. Urinary excretion of calcium. This 
finding is expected in hyperparathyroidism 
but is not diagnostic, as it occurs in any 
condition in which there is demineraliza- 
tion of the bones. However, a persistently 
low excretion of calcium is presumptive 
evidence against the diagnosis of hyper- 
parathyroidism. 

6. Alkaline phosphatase. This test is not 
of great diagnostic value, but in the ab- 


October, 1958 


sence of liver disease or obstructive jaun- 
dice is an index of osteoblastic activity. 
Consequently, it is occasionally helpful in 
that a normal alkaline phosphatase makes 
a radiographic survey of the skeleton un- 
necessary. 

7. Roentgenographic changes. The 
demineralization which is characteristic of 
advanced hyperparathyroidism is most like- 
ly to be demonstrable radiographically in 
the hands and skull, and the same sub- 
periosteal resorption is frequently seen 
about the teeth, in which the lamina dura 
is seen to disappear. Infrequently, barium 
swallow will demonstrate an indentation of 
the esophagus which is produced by an en- 
larged parathyroid gland or adenoma, Re- 
cently, Steiner, Fraser and Aird‘'*) of Lon- 
don have recommended the use of operative 
arteriography as an aid in locating an 
elusive gland. 

Treatment 


The only known treatment of hyper- 
parathyroidism is the surgical removal of 
all hyperfunctioning tissue. The surgeon 
must be thoroughly convinced before opera- 
tion that the diagnosis is correct and keen- 
ly realize his obligation to find and remove 
the offending tissue. Secondary operations 
are generally unsatisfactory and give poor 
results, so it is evident that if the tumor is 
not removed at the primary operation, the 
patient will likely be left with a fatal con- 
dition which was originally curable. 

With very rare exceptions, there are four 
parathyroid glands, and the finding and in- 
spection of these glands should be the im- 
mediate purpose of the operation. Theoret- 
ically, they may be located anywhere in the 
visceral compartment of the cervical fascia 
or in the superior mediastinum from the 
larynx to the pericardium. Actually, more 
than 90 per cent of the glands are located 
in the immediate vicinity of the thyroid or 
immediately below the inferior poles. Gen- 
erally, the superior glands are located far 
medially and the inferior glands more lat- 
erally and anteriorly. If the inferior glands 
lie below the thyroid, they may be asso- 
ciated with a cervical extension of the thy- 
mus, and mediastinal parathyroids are 
sometimes located within the thymus gland. 

In addition to embryologic variations in 
development, enlarged glands or adenomas, 
like thyroid adenomas, can be displaced in- 
to the mediastinum. Enlarged superior 
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glands tend to descend into the posterior- 
superior mediastinum, while _ inferior 
glands descend into the anterior-superior 
mediastinum. In either case, a vascular 
pedicle descends from the neck with the 
adenoma, and these are often a great help 
in locating such lesions. However, some 
glands develop in the anterior mediastinum 
and receive their blood supply from a 
neighboring vessel; consequently they have 
no vascular pedicle, and are much more dif- 
ficult to locate. 

Cervical dissection is always done first, 
and can be accomplished through the usual 
collar incision. Only after all four glands 
are identified is the adenoma or adenomas 
removed and the diagnosis confirmed by 
microscopic study. If primary hyperplasia 
is found, this diagnosis is also confirmed 
microscopically, and subtotal resection of 
all parathyroid tissue is performed, with 
the preservation of a small amount of tissue 
to avoid postoperative tetany. Naturally, 
carcinomas are resected as radically as 
possible, but because of the difficulty in es- 
tablishing this diagnosis, both grossly and 
microscopically, any parathyroid lesion 
which is fixed to the thyroid or to the sur- 
rounding tissues should have wide excision- 
al biopsy in an effort to avoid implantation 
and local recurrence, which are extremely 
common. 

If only three glands are located, these 
should be proved to be normal by biopsy 
and the presence of the fourth gland in the 
neck ruled out by a thorough and extensive 
search. In such a situation, removal of 
normal or atrophic tissue in an effort to 
control the hyperparathyroid state is 
strongly condemned, because it is ineffect- 
ual and may lead to the development of 
tetany when the adenoma is subsequently 
found and removed. 

Mediastinal dissection should not be car- 
ried out in conjunction with an unsuccess- 
ful cervical dissection, but should be post- 
poned for at least one to three months, Af- 
ter this interval persistence of the disease 
should be established, for on rare occasions 
a small adenoma may unknowingly have 
been destroyed or devascularized by the 
cervical dissection. The need for a medias- 
tinotomy arises very rarely, probably in no 
more than 1 per cent of cases, a fact 
which the surgeon should bear in mind be- 
fore abandoning a cervical dissection. If 


HYPERPARATHYROIDISM — DAVIS 429 


after thorough mediastinal exploration the 
adenoma is still not found, thymectomy 
should be done. 


Postoperatively, the values for calcium 
and phosphorus in both blood and urine re- 
vert to normal quickly. In the absence of 
bony disease, transient tetany occurs in 
about 50 per cent of cases, most of which 
do not require treatment. In cases of far 
advanced osteitis fibrosa cystica, a severe 
type of tetany, called “bone-hunger tetany” 
by Albright, develops postoperatively. In- 
tensive treatment with large doses of cal- 
cium given intravenously and calcium and 
vitamin D given orally are required to con- 
tro] the disease, and some tetany persists 
until recalcification of the skeleton is com- 
pleted. If all parathyroid tissue is removed 
or destroyed, chronic tetany requiring im- 
mediate and sometimes permanent therapy 
results. The recent literature contains re- 
ports of several successful cases of trans- 
plantation of parathyroid tissue‘'*’, and the 
vascular anastomotic method of Sterling 
and Goldsmith''*’ appears to be more suc- 
cessful than simple implantation of the 
tissue into muscle‘'*?, 
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Rauwolfia Serpentina in Hypertension 
(Four Years’ Experience) 


L. R. DOFFERMYER, M.D. 
C. W. Byrp, M.D. 


W. H. LILLy, M.D. 


The essence of good treatment of es- 
sential hypertension has been well defined 
as the reduction of blood pressure without 
serious complications”). A variety of drugs 
which will lower blood pressure has long 
been available, but the margin between 
their effective range and their toxic limits 
has proved to be narrow. All too frequently 
their action has been sudden, marked, and 
accompanied by unwanted side reactions’. 
Following the introduction in 1952 of Rauw- 
wolfia serpentina as a hypotensive agent by 
Wilkins and co-workers‘*’ the value of this 
drug soon became established. When used 
alone, rauwolfia was effective in the mild to 
moderate cases‘*), and, in combination with 
other drugs, it helped to contro] the more 
severe form of hypertension‘! *” 4 5), 

In addition to its gentle and prolonged 
hypotensive action, rauwolfia exerts tran- 
quilizing and bradycardic effects which 
have helped alleviate the irritability, anxie- 
ty, headache, and palpitation which com- 
monly are associated with hyperten- 
sion’: **', Some side effects such as diar- 
rhea, weight gain, nasal stuffiness, drowsi- 
ness, and nausea, have been reported‘**~’ 
but have usually been mild. Toxic reactions 
have been reported relatively infrequently, 
and postural hypotension has rarely devel- 
oped‘®, A few cases of mental depression 
have been reported‘** 7). 

Since 1953 Rauwolfia serpentina has been 
used in the treatment of hypertension at 
the Dunn Clinic. It has been administered 
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either as the sole hypotensive agent or con- 
comitantly with other drugs. The present 
report describes results with rauwolfia as 
the sole hypotensive drug. 


Materials and Methods 


A total of 152 unselected clinic patients 
with hypertension comprise the series now 
being reported. In most of the patients the 
disease was of the type commonly diag- 
osed as “essential”; in others it was of 
renal origin. One hundred and six of the 
152 patients were female and 47 were 
male, with ages ranging from 32 to 87 
years. In each case a history was taken and 
a physical examination, including a urin- 
alysis and blood count, was done. Prior to 
treatment three or more blood pressure 
readings were recorded in each case, and 
the average of these readings was consid- 
ered to be the average pretreatment blood 
pressure. All patients included in the series 
had average pretreatment diastolic press- 
ures of at least 90 mm. of mercury (mm. 
Hg.). At the end of the treatment period, 
the average of three or more blood press- 
ure recordings was considered to represent 
the average posttreatment blood pressure. 

Associated conditions present in the pa- 
tients prior to treatment included obesity 
in 6, arteriosclerosis in 4, renal complica- 
tions in 3, arthritis in 3, diabetes in 2, and 
alcoholism in 2; aplastic anemia, chronic 
gallbladder disease, epilepsy, and duodenal 
ulcer were each present in 1 patient. Three 


and 
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Table I 


Total Number of Patients Treated with Whole-Root Rauwolfia (Raudixin) 


Group 3 


(Pretreatment 
average diastolic 
pressure 120 mm. 


Group 2 


(Pretreatment 
average diastolic 
pressure>90 mm. 


Group 1 


(Pretreatment 
average diastolic 
pressure 90 mm.Hg) 


Sex and Age bhut<120 mm.Hg) or higher) Total 
Females 

under 60 years 10 31 10 51 
Females 

60 years and older 10 36 9 ; 55 
Males 

under 60 years 7 10 5 22 


Males 
60 years and older 


7 


12 5 24 


34 


subjects had a history of a cerebral vascu- 
lar accident, 4 of coronary thrombosis, and 
1 of thrombophlebitis of the lower ex- 
tremities. Furthermore, one patient had ex- 
perienced each of the following: heart 
failure, pulmonary edema, concussion, and 
cardiac decompensation. The presence of 
these complications did not appear to be 
necessarily related to the severity of the hy- 
pertension—that is, in many patients with 
the highest pretreatment diastolic press- 
ures, these conditions were not present. 

All patients received whole root rau- 
wolfia (Raudixin) as the sole hypotensive 
medication for at least six months and in 
some cases for as long as four years. Daily 
dosage ranged from 200 to 600 mg., in di- 
vided doses, the usual dosage being 300 mg. 
a day. In several cases, 600 mg. were given 
daily for the first week, this dose being ad- 
justed thereafter to 300 or 400 mg. In 
addition to rauwolfia, some patients re- 
ceived other medication for various rea- 
sons, but no drugs other than rauwolfia 
were given to lower the blood pressure. 

To facilitate their study, the patients in 
this series were divided into four groups 
according to age and sex. These four 
groups included females less than 60 years 
of age, females of 60 and older, males less 
than 60, and males 60 years old and older. 
Each of these groups was again divided in- 
to three subgroups according to the pre- 
treatment diastolic pressures of the sub- 
jects. Patients in whom the diastolic press- 
ure averaged 90 mm. Hg. comprised group 
1; those with diastolic readings greater 
than 90 mm. Hg but less than 120 mm Hg, 
group 2; and those with diastolic pressures 
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of 120 mm. Hg or higher, group 3 (See ta- 
ble 1). 
Results 

The blood pressure response for each 
group of patients is analyzed in table 2. As 
these tables show, the average fall in the 
mean blood pressure for the whole group 
was 28 mm. Hg. There was a significant 
fall in the mean blood pressure (20 mm. 
Hg. or more) in 117 of the 152 patients 
(76 per cent) during treatment. Ninety- 
two of the 152 patients (60 per cent) be- 
came normotensive (150/90 mm. Hg or 
less). There was no significant or consis- 
tent difference in the fall in blood pressure 
between the two sexes. As would be ex- 
pected, the greater declines were observed 
in patients with the highest pretreatment 
mean readings, regardless of age or sex. 

All but one of the 34 patients (97 per 
cent) with initial diastolic pressures of 90 
mm. Hg (group 1) reached normal blood 
pressure levels. Whereas 46 patients (51.6 
per cent) of the 89 with initial diastolic 
levels between 90 and 120 mm. Hg (group 
2) became normotensive, only 3 of the 29 
patients (10.3 per cent) with pretreatment 
diastolic readings of 120 mm. Hg or higher 
(group 3) reached normal levels. In 3 pa- 
tients, 1 female and 2 males, all from group 
2, the blood pressure remained normal for 
8 to 12 months after the drug was discon- 
tinued. 

Symptomatic response to rauwolfia was 
rated as good to excellent in 140 (92 per 
cent) of the 152 patients. Again, no signi- 
ficant difference in response which could be 
related to sex or age was observed. These 
patients reported that they felt better; 
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Table 2 
Blood Pressure Response To Raudixin 
Group 1° Group 2? Group 37 
No. with No. with 
mean No. with 
No. fall No. fall No. Mean fall 
reaching of 20 reaching of 20 reaching of 20 
No. normal mm.Hg No. normal mm.Hg. No. normal mm.Hg. 
Patients Treated levels* ormore Treated  levels** ormore Treated levels* or more 
Females 
under 
60 10 10 6 31 14 26 10 1 9 
Females 
60 and 
older 10 10 6 36 17 27 9 0 9 
Males under 
60 7 7 2 10 5 9 5 1 5 
Males 60 
and older 7 6 3 12 10 10 5 1 5 
TOTALS 34 33(97%) 17(50%) 89 46(51.6%) 72(80.8% ) 29 3(10.3% ) 28(96.5% ) 


*Blood pressure of 150/90 mm.Hg or less. 


+Group 1. Patients 
Group 2. Patients 
Group 3. Patients 


headaches that had bothered them either 
subsided or became less troublesome; ner- 
vousness, dizziness and _ breathlessness, 
when present before treatment, either dis- 
appeared or diminished. In 11 patients, the 
symptomatic response to rauwolfia was 
rated as only fair. One patient suddenly 
expired. 

One patient complained of mild nasal 
stuffiness. Another complained of diarrhea 
and upset stomach, but the diarrhea per- 
sisted after the drug was discontinued. 
(The patient had a history of similar epi- 
sodes prior to rauwolfia.) No other side 
effects were observed. 

Comment 

The findings in this series confirm the 
effectiveness of rauwolfia as a hypotensive 
agent when administered as the sole ther- 
apeutic drug. The achievement of normai 
blood pressure levels in 60 per cent of the 
patients shows a better response to rau- 
wolfia than that reported by some investi- 
gators’***), but this response was com- 
parable to that reported by others‘*’’. One 
noteworthy finding in this series was the 
apparent stabilization of blood pressure at 
normal levels in 3 patients for 8 to 12 
months after the drug was discontinued. 

The absence of tolerance to the anti-hy- 
pertensive qualities of rauwolfia reported 
previously'*®) has been confirmed. Several 
patients followed an erratic course of 


with pretreatment diastolic pressure of 90 mm.Hg 
with pretreatment diastolic pressure of >90 mm. Hg. but<120 mm. Hg 
with pretreatment diastolic pressure of 120 mm. Hg or higher 


treatment. When they felt better they 
stopped medication and the blood pressure 
rose. When rauwolfia was resumed, the 
blood pressure declined again to the pre- 
vious treatment levels. 

The fact that side effects were seen in 
only one, or possibly two patients, was re- 
markable. The reasons for the infrequence 
of side effects in this series are not ap- 
parent, although it may be significant that 
all the patients were ambulatory, and 
therefore, not under close supervision, and 
that the daily dosage in the majority of 
cases did not exceed 300 mg. In any event, 
side effects were not a clinical problem in 
this series. 

Summary 

A total of 152 cases of hypertension, the 
majority of which represented so-called es- 
sential hypertension, were treated with 200 
to 600 (usually 300) mg. of whole root rau- 
wolfia (Raudixin) daily for six 
months to four years. Sixty per cent of the 
patients became normotensive. The best re- 
sponse to treatment was observed in pa- 
tients with a mild form of the disease, and 
the poorest effect was seen in patients 
with more severe hypertension, regardless 
of sex or age. Three patients with moder- 
ately severe hypertension who achieved 
normal blood pressure levels during treat- 
ment have remained normotensive for 
from eight months to a year following dis- 


i 

i 

if 
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continuance of medication. Nasal stuffiness 
developed in one patient and diarrhea and 
upset stomach in another, but no other 
side effects were reported, 

Rauwolfia serpentina (Raudixin), as the 
sole antihypertensive medication in this 
series of ambulatory patients, has proved to 
be a satisfactory hypotensive agent, with 
remarkable freedom from unwanted side 
effects. 
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Edenborough Medical College: North Carolina’s 
First Chartered School of Medicine 


WILLIAM W. MCLENDON, M.D. 


CHAPEL HILL 


Few persons are now aware that North 
Carolina’s first chartered medical school 
existed in the backwoods of what was then 
Robeson County shortly after the Civil 
War. It was chartered by Dr. Hector Mc- 
Lean in 1867 as the Edenborough Medical 
College and functioned for 10 years until 
his death in 1877. Located about one-half 
mile south of the present town of Raeford 
in what is now Hoke County, it operated in 
a sparsely settled area where farming was 
the principal occupation. Fayetteville, one 
of the state’s larger towns, was about 20 
miles away, while Lumberton was about 30 


From the Department of Pathology, The University of 
North Carolina School of Medicine, Chapel Hill. 


miles distant. The state was predominant- 
ly rural, about 97 per cent of its one million 
popuiation living on farms.‘ 

The school was chartered a little over a 
century after the founding of America’s 
first medical school under the leadership of 
Dr. John Morgan in 1765 at the College of 
Philadelphia (later the University of Penn- 
sylvania). During the succeeding one hun- 
dred years a number of notable medical 
schools as well as many obscure and short- 
lived schools were founded. 


Perhaps the most characteristic feature 
of medical education in the half century 
prior to the establishment of the Edenbor- 
ough Medical College was the tremendous 
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growth of the proprietary schools. These 
schools were generally independent insti- 
tutions, although some had a nominal at- 
tachment to a college or university, and 
were entirely dependent upon student fees 
for their existence. Flexner has character- 
ized these schools as follows: 


These enterprises—for the most part they can 

be called schools or institutions only by courtesy 

—were frequently set up regardless of oppor- 

tunity or need: in small towns as readily as in 

large, and at times almost in the heart of the 
wilderness . Wherever and whenever the 
roster of untitled practitioners rose above half 

a dozen, a medical school was likely at any mo- 

ment to be precipitated. Nothing was really es- 

sential but professors. The laboratory movement 
is comparatively recent; and Thomas Bond’s 
wise words about clinical teaching were long 
since out of print. Little or no investment was 
therefore involved. A hall could be cheaply 

rented and rude benches were inexpensive . . 

Occasional dissections in time supplied a skele- 

ton—in whole or in part—and a box of odd 

bones. Other equipment there was practically 
none. The teaching was, except for a little 
anatomy, wholly didactic. The schools were es- 
sentially private ventures, money-making in 
spirit and object . . . Income was simply divided 
among the lecturers, who reaped a rich harvest, 
besides, through the consultations which the 
loyaity of their former students threw into their 

hands . . . The school diploma was itself a li- 

cense to practise‘?). 

A precedent was established for the pro- 
prietary schools on December 29, 1812, 
when the legislature of Maryland passed an 
act making the president and professors of 
the College of Medicine of Maryland the 
body corporate and politic of the “Medical 
Department of the University of Mary- 
land.” Actually the University of Maryland 
existed in name only, and the act made the 
medical school faculty a self-regulating and 
self-perpetuating group with the power to 
confer both the M. D. degree and a license 
to practice. Following the establishment of 
this precedent the number of medical 
schools in the United States rapidly in- 
creased in the next few decades. Although 
only four regular medical schools had been 
started in this country at the close of the 
eighteenth century, 26 new medical schools 
opened between the years 1810 and 1840 
and another 47 between 1840 and 1876. 
Norwood has commented that “much of this 
rapid development [of the proprietary med- 
ical schools] was not complimentary to the 
American medical profession, but it was a 
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very enlightening exhibition of the life and 
work of professional men, undisciplined 
within and unregulated from without, while 
they attempted to give medical care to a 
rapidly expanding democracy in which in- 
genuity was unhampered and _ personal 
liberty was glorified.” ‘*) 

In spite of the rapid growth of medical 
schools in this country before the Civil 
War, a good many North Carolina physi- 
cians received part or all of their educa- 
tion by “reading medicine” under the tut- 
elage of some practicing physician. One of 
these, Dr. Charles Harris (1762-1825), 
who lived in Cabarrus County, North Caro- 
lina, is said to have instructed a total of 93 
young men in medicine’. In fact, he has 
been credited by one historian as having 
the first medical school in North Carolina, 
although it is doubtful that his instruction 
was ever formalized enough to justify label- 
ing it a medical school'*’. Two other physi- 
cians who lived at Jamestown, about 5 
miles from High Point, reputedly estab- 
lished early medical schools in North Car- 
olina’), although both “schools” appear to 
have been no more than tutoring sessions 
conducted in private homes and neither is 
listed in the section on the history of medi- 
cal schools in the American Medical Direc- 
tory'®). The first, operated by Dr. Madison 
Landsey, existed from about 1820 to 1830, 
while the second, run by Dr. Shubal Coffin, 
existed from about 1840 to 1850. 

A few North Carolinians attended 
European medical schools, of which the 
University of Edinburgh was perhaps the 
most popular, and returned to their native 
state with increased status and prestige. 
Others went to the neighboring states of 
South Carolina and Virginia or to northern 
schools for their training. Among these, the 
University of Pennsylvania was especially 
popular with North Carolinians*‘®, In 
Virginia several medical colleges, including 
the Medical Department of the University 
of Virginia at Charlottesville (founded in 
1825) and the Medical College of Virginia 
(founded in 1854), had been established 
prior to the Civil War. The Medical De- 


*Of the first 172 members of the Medical Society of the 
State of North Carolina (those joining between 1850 and 
1858), 91 had attended the University of Pennsylvania, 22 
had attended Jefferson Medical Colege, 26 had attended the 
University of New York, and 8 were graduates of the 
Charleston Medical College. The remaining members were 
graduates of 10 other schools(9). 
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partment of the University of Virginia was 
unusual for its time in that it was an in- 
tegral part of the University and its medi- 
cal faculty was salaried''*), The Medical 
College of the State of South Carolina at 
Charleston, established in 1823, had flour- 
ished for a number of years prior to the 
Civil War. 

The efficacy of establishing a regular 

medical school in North Carolina was one 
of the first considerations of the newly 
formed Medical Society of North Carolina 
at its first annual meeting in Raleigh in 
1850. A committee, consisting of Drs. Mc- 
Ree (chairman), Cameron, Satchwell, 
Myers and Pittman, was appointed to re- 
port on the propriety of establishing a med- 
ical school''!’. The report of the commit- 
tee''*), presented at the third annual meet- 
ing in Wilmington in 1852, read, in part, as 
follows: 
After a full and fair consideration of all the 
circumstances connected with the establishment 
of the proposed Medical College, and its prob- 
able effect upon the “Profession,” your Com- 
mittee have come to the conclusion that such an 
establishment within the State at this time 
would be neither expedient nor desirable. 

They know of no city within the State, of 
sufficient population to afford the necessary ma- 
terial for the successful prosecution of the study 
of anatomy. They believe that the Chairs of the 
different Professorships should be filled by the 
first and most distinguished Medical men of the 
State; and as the College would have to be 
established without an endowment, and _ the 
number of Students would probably be limited, 
they do not believe that sufficient encouragement 
could be afforded to induce the proper kind of 
men to abandon the extensive and profitable 
practice in which they are generally engaged. 

More than all this, your Committee believe it 
to be one of the great objects of this Society 
to advance the Science of Medicine by elevating 
the standard of acquirements, which may be re- 
quired for its practice, and by sustaining and 
encouraging those who may be disposed to pur- 
sue its study in a regular and scientific manner. 
To do this, it is certainly no part of our policy 
to add to the number of those Colleges which are 
dependent upon patronage, and who annually 
turn loose upon the public swarms of graduates, 
many of whom are entirely ignorant of the first 
principles of Medicine, totally unfit for its prac- 
tice, and possess no other qualification than 
such as is found in the fact that they have 
attended two courses of lectures and possess the 
necessary amount of money wherewith to pur- 
chase a Diploma. 

No man may be denominated a “Quack” who 
has obtained a regular Diploma from a regular 
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Medical College, yet, your Committee are very 
much inclined to doubt whether the system of 
Practice as pursued by many of the regular 
graduates does not, in effect, amount to a sys- 
tem of Quackery. They have no hesitation in 
saying this much, that it tends to the encourage- 
ment of Charlatanism by the debasement of the 
regular Profession. 

In view of all these facts, and others which 
will readily suggest themselves to the minds of 
members, your Committee are forced to believe 
that a few good, well-endowed, well-supported 
Medical Colleges, independent of favor, will 
effect far more real and substantial good for the 
science of Medicine than an illimitable number 
of such as your Society have now the means of 
establishing. 

All of which is respectfully submitted. 

JAMES F. MCREE, JR., Chairman 
S. S. SATCHWELL 


Probably as a result of this far-sighted 
report no efforts were made to establish a 
school for the state until 1867, when the 
Edenborough Medical College was chart- 


ered. 
* 


Dr. Hector McLean, the owner and 
founder of the Edenborough Medical Col- 
lege, was of Scottish extraction, his father 
John McLean (1785-1861) having been 
born in Inverness, Scotland. Hector Mc- 
Lean was born in Robeson County, North 
Carolina, on May 14, 1818. He is said to 
have graduated in medicine at the Univer- 
sity of Louisville about 1840''*), although 
no record of his attendance exists''*’. He 
settled near the present town of Raeford, 
North Carolina, in what is now Hoke Coun- 
ty, and is reported to have had an exten- 
sive practice, which extended from Ran- 
dolph County into South Carolina. His ac- 
complishments as a physician have been de- 
scribed as follows: 

He was a very brilliant man, and did many op- 

erations that are considered difficult even today 

[1928]. Among them were such operations as 

brain surgery, Halstead’s operation [sic] for 

cancer of the breast. (One of his patients op- 
erated on for cancer of the breast, Mrs. Britt, 
lived to be more than eighty years old and died 
in 1905.) Dr. McLean also operated for mastoid, 
and stone in the bladder, and used a seaton on 
the neck for epilepsy. It is reported that some 
good woman for whom he operated, finding that 
one of her negro slaves had epilepsy, gave the 
boy to Dr. McLean and he used a seaton which 
went under the ligamentum nuchae. This negro 
boy got well of his epilepsy. Dr. McLean also 
did hip joint amputation‘, 


| 
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He is also said to have been very well read 
and to have one of the finest libraries in the 
state at the time‘®, 


Dr. McLean accumulated great wealth 
for his day and time. He was the owner of 
a number of slaves and his plantation, 
Edenborough, which consisted of 300 to 500 
acres of cultivated land, was the largest 
plantation in the area. A journalist has 
speculated on the origins of the name of the 
plantation and medical school as follows: 


There could have been found no more appro- 
priate name than the one which was taken for 
the school and plantation. The McLeans were 
from Scotland as were so many of the settlers 
of this section and when the scholarly doctor 
came to name his place, it was inevitable that 
the honored name of Edinburgh should come to 
mind at once. It is interesting to speculate a bit 
here. The name which has come down to us as 
the name of the school is Edinboro, or Edin- 
borough. It is not the accurate Edinburgh of 
Scotland’s capital. An explanation which seems 
plausible in explaining the difference however, 
occurs when we realize that the proper pronun- 


ciation of Edinburgh is e’ dn bur o. Seek some 
one more acquainted with Scotch to tell the rea- 


son for that, but it is not hard to see how in a 

land so far away the stately Edinburgh 

might become the more softly southern Edin- 
borough. At any rate that is what it was called, 

a gesture of respect for the Scotch city, which 

was such a seat of learning and literature that 

it is called the “modern Athens.” When consid- 
ered comparatively, the name was most appro- 
priate for the little settlement which equipped 

American doctors to serve their pioneer com- 

munities (15), 

Dr. McLean’s home has been described as 
an imposing two-story brick residence with 
a porch and round white brick columns in 
front. A native of the area, who often 
passed the McLean home as a child, says 
that it was the kind of home that today one 
would drive many miles to view'!®), Both 
floors of the home were bisected by long 
halls with large rooms on each side. As was 
true of many early American homes, the 
kitchen was in a separate building attached 
to the rear of the main house. Some two 
hundred feet to the south of the residence 
was Dr. McLean’s office, which was a repli- 
ca of the large house. It was a one-story 
brick building with a porch and two white 
columns in front. Along the side of the of- 
fice facing the main house was another 
— onto which opened the individual of- 

ces, 
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Dr. and Mrs. McLean had only one child, 
Angus Murphy, who was born in 1855. He 
is said to have graduated in medicine at his 
father’s school and then to have taken a 
course in one of the medica] colleges in 
Philadelphia. After practicing medicine a 
short time in Robeson County, he moved to 
Texas. He returned to his birthplace in 
1881, where he remained until his death 
from tuberculosis in 1888. 


* * 


Dr. McLean early became interested in 
medical education and acted as a preceptor 
for medical students for a number of years 
before his college was chartered. Probably 
one of his earliest students was Dr. G. C. 
McGregor (1824-1902), a native of Cum- 
berland County, North Carolina, who stud- 
ied under Dr. McLean and later went to 
New York where he received an M. D. de- 
gree from the University Medical College 
of New York University in 1851. He moved 
to Texas in 1852, where he had a success- 
ful practice and was widely respected as a 
physician—so much so that a town was 
named for him. He was one of the founders, 
and later the president, of the first medical 
society in 


When Dr. McLean’s role as a medical 
educator changed from that of a preceptor 
to that of an owner and faculty member 
of a medical college is not clear. Although 
the medical schoo] was not chartered until 
1867, it is conceivable that it may have 
operated for several years before, since the 
date of erection of the medical college 
building is not known. 


The medical college building stood across 
the road and some 200 feet southeast of the 
main house and office. It is described as a 
substantially constructed, two-story frame 
building about 40 by 80 feet at the base. 
Local residents describe it as having been 
an “unusually large building for the 
country,’*® but one that “looked common 
compared with the imposing residence.’’''*? 
Both floors of the building were divided 
into four large rooms; those on the lower 
floor being used for lectures, dissection and 
clinical instruction, while those on the up- 
per floor were used as lodging for the stu- 
dents. 


The medical college was chartered in 


1867 by the General Assembly of North 


| 
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Carolina in an act which reads, in part, as 
follows: 

SECTION 1. Be it enacted by the General As- 
sembly of the State of North Carol'na, and it is 
hereby enacted by the authority of the same, 
That Dr. Hector M’Lean, of the county of 
Robeson, and such other persons as he may as- 
sociate with him, be, and they are hereby, de- 
clared to be a body corporate and politic, by the 
name and style of the Edenborough Medical 
College, and by that name and style may sue 
and be sued, plead and be impleaded; that the 
said corporation may acquire, hold, possess and 
enjoy real and personal estate; that they may 
make all such rules, by-laws and regulations as 
may be necessary for the good government of 
the same; that they may elect or appoint a 
President and Directors or a Board of Managers, 
or a Board of Trustees; that they may acquire 
by purchase or donation all such real estate as 
may be necessary, and improve the same, from 
time to time, together with all such personal 
property as may be necessary to make said In- 
stitution a first class Medical College of the 
highest grade; that they may employ or asso- 
ciate with them all necessary teachers and pro- 
fessors, whose duty it shall be to deliver lectures 
and give instruction in all the various branches 
in Medical Science. 

SEC. 2. Be it further enacted, That said in- 
structors may receive for their services, for the 
instruction of students in said Institution, such 
compensation as may be fixed or prescribed by 
by-laws, rules and regulations of said College, 
or fixed or agreed upon by the President, or 
Directors, or Board of Managers, or Board of 
Trustees, and may sue for and recover the same 
in any of the Superior Courts or Courts of Pleas 
and Quarter Sessions, or before any Justice of 
the Peace having jurisdiction of the same; that 
they shall have perpetual succession, and may 
have a common seal. 

SEC. 3. Be it further enacted, That the said 
Edenborough Medical College may confer de- 
grees and grant diplomas to practice medicine 
in any of the counties of this State, and such 
diplomas shall entitle the recipient to all the 
rights, privileges, immunities and advantages 
that can be given, granted or bestowed by any 
Medical College or Institution where the arts 
and sciences of medicine are taught; and that 
any graduate of said Institution, having re- 
ceived his diploma for the same, and having 
complied with all its requirements, may practice 
medicine in any of the counties of this State, 
subject to the same rules and regulations as are 
now required by the laws of North Carolina in 
such cases made and provided. 

Ratified the 26th day of February, A. D., 
1867(19), 

The college is said to have had no more 
than eight students enrolled at any one 


EDENBOROUGH MEDICAL COLLEGE — McLENDON 137 


time. No entrance requirements in respect 
to age or previous education existed. The 
course of study is unknown, but it is almost 
certain that the students received exper- 
ience in anatomic dissection as well as in- 
struction in practical pharmacy and clinical 
medicine. Dr. McLean’s large practice con- 
stituted the source of clinical material for 
the practical instruction of the students. It 
has been said that Dr. McLean would leave 
a student in the home of an ill patient who 
lived at some distance to observe the pa- 
tient and report to the doctor on his 
rounds''®); if so, this might represent an- 
other example of a forerunner of our mod- 
ern home care programs in medical educa- 
tion. 

Dr. McLean is said to have signed the 
diplomas as professor in all branches of 
medical science, and it is doubtful that the 
college ever had any other regular faculty 
members, His son Angus did assist him for 
a time as the demonstrator of anatomy. Dr. 
Ben Person and his brother, Dr. Joseph 
Person, of Wayne County, North Carolina, 
are said to have worked with Dr. McLean 
at different times, but it is not known if 
they took part in instruction of the stu- 
dents. The following interesting comments 
about the Person brothers are recorded: 

It is said that Dr. Ben Person was rather handy 

with his gun in those days, and would some- 

times have to leave home, and when he did so 
he buried himself in the far distant land known 
as Robeson County, where there was little dan- 
ger of being molested, This was a great distance 
at the time because of the mode of travel. ...Dr. 

Joseph Person was the husband of the famous, 

or infamous Mrs. Joe Person of “Mrs. Joe Per- 

son’s Remedy” fame, and it is thought likely 
that the formula for this widely advertised and 
widely used money-making remedy was probably 

a purloined prescription of Dr. Hector Me- 

Lean(‘1!3), 

No records of the graduates of the Eden- 
borough Medical College have come to 
light, but the following physicians are 
thought to have studied under Dr. McLean 
at one time or another: 

Dr. G. C. MeGregor (1824-1902). (See 

above.) 

Dr. Angus R. Currie studied under Dr. 
McLean and then practiced medicine 
in Antioch, North Carolina‘'®. 

Dr. David McBryde studied under Dr. 
McLean and later in New York. He 
married Harriet Newell McLean, one 
of Hector McLean’s four sisters‘*°’. 
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Dr. F. O. Hawley, a Confederate soldier 

and prominent physician, was city 
physician for Charlotte, North Caro- 
lina, for many years until his death in 
1915"). 

Dr. J. D. MeNeill, who practiced in 

Whiteville, North Carolina‘), 

Dr. Malone of Randolph County‘*®?, 

Dr. William Ray, who lived near where 
the town of Raeford is now situated, 
at a place called Galatia". 

Dr. Denby, who lived and died at Hope 
Mills, North Carolina". 

No mention is made in the Transactions 
of the State Medical Society of the college 
during its first nine years, but some dis- 
satisfaction with its policies or the quality 
of its teaching must have existed, for at 
the twenty-third annual meeting of the 
Medical Society of the State of North Car- 
olina held at Fayetteville in May of 1876, 
Dr. McDuffie of Fayetteville moved that a 
committee be appointed “to enquire into the 
irregularities of Medical Colleges in North 
Carolina.” The following physicians were 
appointed to this committee: Dr. McDuffie 
of Fayetteville; Dr. A. A. Holmes of Clin- 
ton; Dr. R. F. Lewis of Lumberton; Dr. 
Geo. A. Foote of Warrenton; and Dr. J. K. 
Hall of Greensboro‘, 

At the next meeting of the Medical So- 
ciety, held in Salem, North Carolina, in 
May of 1877, the following report was 
made by Dr. Holmes, the chairman of the 
Committee on Medical Schools: 

The Committee, appointed at our last meeting, 
on Medical Institutions, beg leave to report that 
while they would be glad to furnish to the So- 
ciety some pleasant information in regard to 
medical education in our State, especially as ob- 
tained in Colleges, &c., within our own borders, 
they have to confess their mortification in re- 
porting to the contrary. The facts, obtained by 
correspondence and otherwise, show that there 
is situated in the county of Robeson, a so-called 
Medical College, chartered by the Legislature 
of this State, in February, 1867, as the “Edin- 
boro Medical College.” This charter is full and 
liberal and upon its face anticipated a first-class 
Institution, and was granted in good faith. 

While the facts are patent that its provisions 
have never been complied with, the Committee 
say this for the following reasons: First. The 
Principal, Hector McLean, has been from first 
to last the only Professor or Teacher inside its 
walls, except his son, quite a youth, who, him- 
self has never seen the inside of any other Col- 
lege, and, as far as we are able to learn, has 
never dissected a human subject; this is the 
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Demonstrator of Anatomy. The said McLean has 

from the time named (ten years ago) to the 

present, turned out as graduates, each year, a 

number of young men (more or less) with Di- 

plomas, signed by himself, as Professor in all 

the branches of Medical Science; and secondly, 
no regard was paid to age or previous education. 

The Committee believe that these young men 

are not, and from the very nature of things, 

can not be qualified to practice Medicine and 

Surgery. Though that practice may be techni- 

cally legal, the Committee are unequivocal in 

their opinion that this state of things is a blight 
upon our profession, a burlesque upon science, 
and a curse to humanity, and we would recom- 
mend that the State Medical Society take some 
steps at its present session to suppress this so- 
called Medical Institution, and would suggest 
that the Legislature be requested to rescind its 

charter (23), 

The committee’s report was adopted but 
there is no record of further action being 
taken by the Society. 

This report did arouse interest in the 
previously little known medical college, be- 
cause the January, 1878, issue of the 
NORTH CAROLINA MEDICAL JOURNAL con- 
tained an editorial commenting on the re- 
port at the previous Medical Society meet- 
ing. After reviewing the findings of the 
committee concerning the school, the editor- 
ia] went on to say: 

The recent death of the principal, Dr. McLean, 
we hope, has put an end to this legalized out- 
rage, but we trust that the committee will not 
be satisfied until they have made sure that this 
charter is rescinded. 

We suppose, one reason why this matter did 
not receive earlier attention was, that it was 
hoped the granting of a charter was about all 
that would come of the enterprise, and that it 
would soon come to nothing, as did many others 
of the wild schemes then incorporated. But 
while the profession has allowed the wrong to 
go by unchallenged, chiefly because of their 
powerlessness to avert it, much harm has quiet- 
ly been done, and we may be thankful that the 
end is close at hand. 

It is very clear that the diplomas held by 
these graduates of the “Edenborough Medical 
College” are shams, and it speaks little for the 
intelligence of a community, that would count- 
enance such pretenders. The remedy is within 
the reach of all who want it, viz: to demand 
that any such “doctor” shall show the license 
from the State Board of Medical Examiners, 
failing in this, he is debarred from collecting 
his fees. 

Having carelessly authorized a scheme the 
outgrowth of which has worked so much evil 
for the unsuspecting people,—the constituents 
of the law makers, let them set about with 


| | 
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Fig. 1. The kitchen of Dr. McLean’s home, the 
remainder of which burned in the 1890’s. This is 
the only original building now remaining at the 
site of the Edenborough Medical College. 


earnestness and diligence to correct this error 

when the Legislature meets again‘2?), 

Dr. McLean’s death on December 1, 1877, 
did apparently bring the college to an end, 
since we have no record that the school was 
continued by anyone else. It has been sug- 
gested that because of Dr. McLean’s age 
and large practice that the college ceased to 
function after about 1872‘), but if this 
were so there would have been no need for 
the committee’s report to the Medical So- 
ciety in 1877. 

* 

Today little evidence of the flourishing 
plantation and the active medical school of 
the mid-nineteenth century exists at the 
original site, for during the nineties the 
brick mansion burned and in 1931 the office 
building was also destroyed by fire’). The 
medical college building, used for many 
years as a gin, was torn down about 1914 
in order that the material might be used 
to construct houses. All that remains now 
of the original plantation are the McLean 
family cemetery and a squat brick build- 
ing about fifteen by thirty feet, the kitchen 
for the original mansion (fig. 1). This old 
building is used as a kitchen and dining 
room for a Negro tenant house, to which 
it is connected by a breezeway. Local his- 
torians relate that the previous Negro 
family occupying the house believed that 
the kitchen was the old dissecting room and 
was haunted. They did all their cooking in 
the daytime and barred the kitchen door at 
night! 


EDENBOROUGH MEDICAL 


i3 


COLLEGE McLENDON 


Across the road, some 200 to 300 feet to 
the southeast from the kitchen, lies the 
McLean family cemetery. In the cemetery 
are the graves of Dr. Hector McLean; his 
wife, Flora (1829-1910); his sister, Eliza 
(1814-1889) ; his son, Angus Murphy Mc- 
Lean (1855-1888); and his only grand- 
child, Roy Lester McLean (1886-1887). A 
historical marker, located just south of 
Raeford, North Carolina, on U. S. Highway 
15-A, was recently erected by the North 
Carolina State Department of Archives and 
History to mark the site of the school (fig. 
2). 


* 


The Edenborough Medical College prob- 
ably represents North Carolina’s best ex- 
ample of a proprietary medical school in 
that it was an independent school with 
limited resources located in a rural area of 
the state and staffed by a one-man faculty. 
Little is known about Dr. McLean’s per- 
sonality or motives, but certainly financial 
gain would have been an unlikely motiva- 
tion in view of his wealth, the small num- 
ber of students, and the poverty of the area 
at the time. We should like to think that 
his motivation was to supply what medical 
education he could to the young men of his 
area who were not able to go out of the 
state. For this he might be regarded as 


EDENBOROUGH 
MEDICAL COLLEGE 


Early medical school. 


chartered 1867. conduct- 
ed by Dr. Hector McLean. 
Closed c. 1877. Stood 
one-half mile south. 


Fig. 2. Historical marker located just south of 
Raeford, North Carolina, on U. S. Highway 15-A. 
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provincial, but scarcely as dishonest or un- 


ethical. As a medica] educator Dr. McLean 
was probably able to offer more to his stu- 
dents than did the usual preceptor, but in 
comparison with the standards of the bet- 
ter schools of his day his instruction was 
patently inadequate. In view of the 1852 
report on medical schools, the Medical So- 
ciety’s attitude toward the Edenborough 
Medical College is not surprising. Their 
rather vitriolic attack on the school is, in 
a sense, a credit to the Society in that it 


reaffirms 


their belief that no medical 


school at all is better than small, poorly 
staffed schools. 


Although many facts are unavailable for 


the full evaluation of Dr. McLean’s school, 
the existing story of North Carolina’s first 


chartered medical 


college provides a 


glimpse of the typical proprietary school 
of the day which swept meteor-like across 
the horizon of American medical educa- 
tion. 


Acknowledgments: The author would like to ex- 


press his appreciation for the encouragement and 
suggestions offered during the preparation of this 
paper by Dr. Kerr White and Dr. Warner Wells, 
both of the University of North Carolina School 
of Medicine. 
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I think we in medicine have done a particularly good job—I think 
we've been fortunate to be in a position to do so—with our own retire- 
I think we’ve sensed the necessity of doing something, 
so the physician who wants to stay on in medicine, writes, does clinical 
research, does consultation, maintains a small office practice, keeps his 
old patients but does not take on any new ones, does no operative surgery 
any more but only consultation or some phase of basic research he’s never 
If not, and he’s interested in another field, he has 
bought himself a little farm where he can try his hand at agriculture, 
or heads the community services in his community, or one of a thousand 
things that he hadn’t had time to do before.—Rusk, H. W.: Stress in the 
World: The Individual and the Doctor, Med. Ann. District of Columbia 
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Palpable absence of one or both testes 
from the scrotum is reported to occur in 
10 to 14 per cent of newborn males“. In 
the majority of these cases the testes ap- 
pear in the scrotum within the first year 
of life. Spontaneous descent is unlikely to 
occur thereafter until puberty, when ap- 
proximately one half of the remainder de- 
scend spontaneously. Figure 1 is a com- 
posite graph of the incidence of cryptor- 
chism at various ages compiled from many 
authors and from. several countries‘). 
These data have been obtained from _ hos- 
pitals, autopsy reports, and military popu- 
lations, none of which are truly representa- 
tive of the general population. The agree- 
ment of the various studies, however, sug- 
gests that this is a fairly reliable indication 
of the age at which descent of the ectopic 
testis may be expected to occur. 


Etiology 


There are many factors involving the 
testicle, the passageways, or maternal gon- 
adotrophin which may interfere with the 
normal migration of the testicle into the 
scrotum. These include a variety of mechan- 
ical abnormalities of the testicle, its invest- 
ments or appendages, or of the abdominal 
wall, inguinal canal, and scrotum. 

Failure of the maternal chorionic gonado- 
trophin either to reach the fetal circula- 
tion or to influence the migration of the 
testis may be a factor in some instances. 

Coexisting congenital anomalies have 
been reported in one third of cryptorchid 
patients studied at autopsy). Congenital 
absence of the testis is exceedingly rare, 
only 47 cases having been reported, and the 
incidence of coexisting congenital anom- 
alies is much greater than in the cryptor- 
chid patient. Cryptorchism is common in 
both true hermaphroditism and in the var- 
ious forms of pseudo-intersexuality. 

Unfortunately there are few patients in 
whom the etiology can be established prior 
to operation. 


From the Department of Urology, Division of Surgery, the 
Bowman Gray School of Medicine of Wake Forest College, 
Winston-Salem, North Carolina. 


Cryptorchism -- Current Concepts of Management 


WILLIAM H. Boyce, M.D. 
WINSTON-SALEM 


Past Trends in Therapy 


Orchidopexy was usually performed in 
adults and for cosmetic reasons prior to 
1932. The reports of Schapiro’) and 
Engle“ called attention to the influence of 
urinary gonadotrophin on the descent of 
the testes. This was followed by a series of 
papers which described spontaneous de- 
scent in 50 to 75 per cent of cryptorchid 
patients treated by anterior pituitary-like 
hormones. As experience with the method 
increased, and as patients with pseudo- 
cryptorchism (hyperactive cremasteric re- 
flex) were excluded from the series, the re- 
ported results became less encouraging. 
The most recent reports indicate that not 
more than 1 in 5 cryptorchid patients can 
be expected to respond satisfactorily. 
Prolonged administration of even small 
doses (100 to 500 international units) of 
gonadotrophin will produce undesirable 
sexual development in a child. The sup- 
pressive effect of excess androgen on nor- 
mal testicular tubules is well established. 
The immediate effect of androgen on either 
the normal or ectopic prepubescent human 
testis has been only. casually studied, and 
the long-term effect on maturation is com- 
pletely unknown. Although no histologic 
evidence of tubular degeneration has been 
reported to follow gonadotrophin adminis- 
tration, it is now recommended that the 
dosage be limited to a total of 10,000 I. U. 
in doses of 500 to 1,000 I. U. each. 

Inspection of figure 1 will readily reveal 
the rationale that has predominated ther- 
apy in the last two decades. Briefly, this 
consisted of no treatment until early 
puberty, at which time gonadotrophin was 
administered if spontaneous descent had 
not occurred under impetus of the patient’s 
own hormone production. Orchidopexy was 
reserved for those patients in whom no 
descensus occurred, and thus the usual age 
at operation was 10 to 12 years. This de- 
lay in operation appealed to the patient, 
the parents, and the physician, as was 
quite proper, if it accomplished the aims of 
therapy. 
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PER CENT OF ECTOPIC TESTES REMAINING 
UNDESCENDED IN RELATION TO AGE 


Range of 
T recorded 
~ incidence 
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Figure 1 
Results 


As the broad objectives of surgery pro- 
gressed from purely anatomic reconstruc- 
tion to the establishment of physiologic 
normalcy, it was inevitable that the func- 
tional results of orchidopexy should be 
questioned. The obvious approach was bi- 
lateral testicular biopsy and histologic ex- 
amination at the time of orchidopexy com- 
pared with studies of the same organs after 
maturation in the scrotal] environment. Re- 
ports of two such studies have appeared 
from separate institutions ‘* 7). These ap- 
pear to be in general agreement on the fol- 
lowing points: 

1. Histologically, both the normal and 
ectopic testis is “static” from the age of 4 
weeks to 4 years. During this time the 
tubules do not increase in size and are com- 
pactly filled with small, undifferentiated 
cuboidal cells. 

2. After 5 years of age the normal testis 
undergoes progressive enlargement of the 
tubules, with cellular differentiation into 
spermatogonia and Sertoli cells. 

3. The unilateral cryptorchid lags behind 
the normally descended mate in histologic 
development. The age at which this differ- 
ence becomes significant is considered to 
begin with the fifth year‘. 

4. Within the limits of the meager data 
available, the testes which descended spon- 
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taneously or under the influence of gonado- 
trophin prior to the age of 5 years have not 
been demonstrated to lag significantly be- 
hind the normal testis in subsequent histol- 
ogic development. 


5. Testes which have been brought into 
the scrotum by spontaneous descent, hor- 
monal inducement, or surgery after the age 
of 10 years have failed to produce sperma- 
tozoa. 

6. The incidence of cancer in the unde- 
scended testis is much greater than in the 
normally descended organ, this instance 
being so low in cryptorchid patients as a 
whole that it is not a primary consideration 
in therapy. 

There are many facets of the problem 
which cannot be answered by currently 
available data. The incidence of infertility 
in adult males with unilateral cryptor- 
chism is unknown, but there is evidence 
that it is greater than that of the popula- 
tion as a whole‘*). Regardless of generaliz- 
ations as to the functional capabilities of a 
single testicle, those physicians who have 
observed mumps orchitis, epididymitis, or 
other complications in a unilaterally de- 
scended testicle are disinclined to sacrifice 
a unilateral cryptorchid testis by default, if 
it can possibly be converted to a function- 
ing organ. 

There is no assurance that the unilateral 
cryptorchid brought into the scrotum dur- 
ing the “static” phase of development—that 
is, before 5 years of age—will develop 
normal spermatogenesis, The reported re- 
sults of MacCollum‘) and of Gross and 
Jewett" with early operation for bilateral 
cryptorchism suggests that this approach 
is worthy of further investigation. 


Current Concepts of Management 


In view of the above observations the 
following program of management is pro- 
posed for unilateral cryptorchism. 

1. No therapy should be undertaken be- 
fore the fourth birthday, when approxi- 
mately 80 per cent of those testes which 
were ectopic at birth will have descended 
spontaneously. Of the remaining cryptor- 
chids, not more than 1 in 20 can be ex- 
pected to descend spontaneously before 
puberty. 

2. Gonadatrophin is administred in doses 
of 1,000 I. U. every other day for a total 
dosage of 5,000 I. U. 
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3. If no response has occurred at the end 
of one week following therapy, operative 
placement of the testicle in the scrotum 
should be done immediately. The testis is 
thus placed in the scrotum just prior to the 
average age at which growth stimuli would 
become apparent by cellular differentiation 
within the organ. 

4. Bilateral testicular biopsy should be 
done at operation and sections placed in a 
permanent file. 

This program may be altered by opera- 
tion before 18 months of age in patients 
with cryptorchism, pseudo-hermaphrodit- 
ism, true intersexuality, large hernia, or 
other conditions requiring early diagnosis 
or anatomic repair. 

The effects of chorionic gonadotrophin 
on the infant testis is unknown, and the use 
of this hormone may be omitted by those 
who are opposed to its use. Indeed, probably 
no conclusions can be drawn as to its long- 
term effects until the fertility of the pa- 
tients who have received it can be compared 
with that of a comparable group who have 
not. In unilateral cryptorchism the descent 
of one testis may be evidence that a hor- 
monally adequate stimulus for “normal” 
descent existed at one time. Testosterone, 
thyroid preparations, and other hormones 
should be used only if there is a clear in- 
dication other than cryptorchism. 

The operative procedure should conform 
to the well established principles of placing 
the testis in the most dependent portion of 
the scrotum, without tension or impair- 
ment of the blood supply. The technical de- 
tails which have developed in the hands of 
many surgeons over a half century of ex- 
perience are admirably summarized by 
Gross‘'® 1"), In the few instances where 
these criteria cannot be met, the unilateral 
cryptorchid should be removed rather than 
left in an extrascrotal position. The criteria 
for diagnosis and treatment of cancer oc- 
curring in the previously ectopic testis are 
the same as those for the normal organ. 

The primary objective of such therapy is 
to preserve function in the ectopic testis. It 
is a welcome bonus if the cryptorchid pa- 
tient makes a better adjustment to family 
and school life, is relieved of pain or co- 
existing hernia, is protected from torsion 
or injury to the organ, or, if, in the event 
that a testicular tumor develops, the diag- 
nosis is made before metastasis occurs. 


CRYPTORCHISM — BOYCE 


Summary 


Delay in bringing the ectopic testis into 
the scrotum until after 6 years of age has 
resulted in such poor functional and cos- 
metic results that one clinic has stated: 
“We believe that boys with uncompli- 
cated, asymptomatic, unilateral cryptor- 
chism should be spared the hazard and the 
inconvenience of orchidopexy”‘™. pro- 
gram of management based on histologic 
development of the normal testicle is pro- 
posed as an alternative approach. Reports 
of success with unselected patients fortui- 
tously treated by a comparable tech- 
nique''*’ suggest that the planned ap- 
proach is worthy of trial. In the hands of 
competent surgeons, neither the hazards 
nor the inconvenience of orchiopexy should 
be any greater than that of elective inguin- 
al herniorrhaphy. A careful compilation of 
data, particularly repeated biopsy and fer- 
tility studies, should provide an eventual 
solution to this problem. 
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Surgical Treatment in Peripheral Chronic 
Obliterative Arterial Disease: 
W. RALPH DEATON, JR., M.D. 


The term “chronic occlusive peripheral 
arterial disease” includes all lesions which 
cause thrombosis within an artery, with 
gradual obliteration of the arterial lumen. 
The common diseases of this grouping are 
thromboangiitis obliterans, atherosclerosis, 
arteriosclerosis, and. diabetes mellitus. The 
magnitude of the problems presented by 
these diseases is acutely portrayed by 
Pratt’), who states: “Lesions which ob- 
struct the arterial supply of the various or- 
gans and parts of the body cause the most 
widespread vascular problem in the world 
today. Two out of every three patients will 
die of such, or an associated lesion.” 

The thrombotic process usually starts in 
a lower limb, leading to typical symptoma- 
tology. First, owing to inadequate oxygen- 
ation, claudication, characteristic color and 
temperature changes, and perhaps dry gan- 
grene appear. Second, because of inade- 
quate circulation susceptibility to infection 
is increased. Indeed, repeated infection 
around the digits may be the first symptom 
of an inadequate circulation. Again, in- 
fection, necrosis, and gangrene may appear 
simultaneously. 

The symptoms, signs, and treatment of 
chronic obliterative arterial diseases are 
basically similar, varying only in small de- 
tails, regardless of the etiology. Thus we 
can discuss treatment of the group as a 
whole, with only modifying statements as 
necessary for any particular disease. 

Early Treatment of Infection 

In spite of excellent medical advice and 
therapy, virtually all cases of chronic ob- 
literative arterial disease will eventually 
need surgical aid of some magnitude. What 
passes for a minor infection in a normal 
foot may become a catastrophe in a foot 


*Presented at the One Hundred Fourth Annual Session of 
the Medical Society of North Carolina, Audio-Visual Pro- 
gram, Asheville, May 4, 1958. 

(A motion picture, Replacement of an Abdominal Aneu- 
rysm with a Homologous Craft, Surgery by G. Robert Clutts, 
M.D., and W. Ralph Deaton, Jr., M.D., Anesthesia by Ben 
Fortune, M.D., and Photography by W. Reed Wood, M.D., 
was presented to illustrate the surgical techniques  in- 
volved in such a procedure.) 
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with inadequate circulation. Thus the pa- 
tient must be instructed to report to his 
physician at the first indication of any in- 
fection or injury to his already diseased 
foot. Medical measures, such as tepid saline 
soaks, antibiotic therapy, rest, anticoagu- 
lant therapy, and correction of any anemia, 
may abort the infection. If these measures 
fail, local treatment of the infection, with 
adequate drainage of any purulent material 
and removal of any necrotic material, may 
allow the lesion to heal. It should be re- 
membered, however, that more blood is re- 
quired to effect healing of an open lesion 
than to maintain intact skin. Thus with any 
mild infection, two factors serve to render 
inadequate the already defective blood sup- 
ply. First, more blood is needed to promote 
healing, and second, the inflammatory 
swelling causes compression of the arteri- 
oles, to interfere further with blood flow. 
Thus gangrene may rapidly follow a minor 
infection. 

Amputation 


If the gangrenous process is localized in 
a toe and the infection is not spreading, 
conservative therapy is indicated. Autog- 
enous amputation may occur, needing per- 
haps only a little help with the scissors. 
Such an amputation is always more saving 
of tissue than is a surgical amputation. If 
the infection is spreading and seems out of 
control, regardless of the treatment, then 
surgical amputation must be resorted to. 
Generally speaking, the lower the amputa- 
tion the better, but many factors must be 
considered in deciding where to amputate. 
A thigh amputation is always easier to per- 
form, and healing is more certain at this 
site, but the procedure frequently sacrifices 
too much of the leg. Amputation usually 
has to be higher in diabetics than in non- 
diabetics, for the arterial occlusion seems 
to be more widespread in the former, and 
healing is certainly slower. 


Lumbar Sympathectomy 


Although we have discussed amputation 
as following infection, lumbar sympathec- 
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tomy might well have been interposed be- 
tween the two, for, generally speaking, it 
is indicated between the two. Sympathec- 
tomy does not do anything to increase the 
lumen of the vessels that are occluded by 
the thrombotic process, but does relieve 
the concomitant spasm in the collateral 
vessels. In the past few years some inves- 
tigators have held that sympathectomy may 
be ineffectual or even harmful in occlusive 
disease. Naturally, it offers no help in the 
patient with far advanced occlusive disease 
who already has infection, necrosis, and 
gangrene. Even to save the life of such a 
patient is a major feat. However, anyone 
who has ever palpated the skin of the af- 
fected foot following unilateral sympathec- 
tomy and compared it with that of the op- 
posite side knows that the skin of the 
former is warmer and drier. It may well be 
that blood is being shunted from the 
muscles to the skin, but the gangrene we 
are trying to prevent always starts in the 
skin, not the muscle. 


If amputation is inevitable and sympa- 
thectomy has not been done, I believe it 
worth while to perform sympathectomy at 
the time of amputation. It adds only 15 to 
20 minutes to the procedure, and it seems 
to promote healing of the stump. Where 
amputation is not imperative, sympathec- 
tomy may suffice to increase the blood sup- 
ply so that only a digit instead of a foot or 
leg is lost. Remember, though, that sym- 
pathectomy is never a cure for obliterative 
disease; it is only a limiting procedure. We 
are always fighting a losing battle, but we 
constantly try to prolong the battle of the 
leg to the utmost. 


Arterial Grafting 


The last method of therapy to be dis- 
cussed is arterial grafting. In general, 
chronic obliterative occlusive arterial 
disease is not amenable to arterial graft- 
ing. We do, however, see instances where- 
in the iliac or femoral artery has been oc- 
cluded, with a relatively good, but not 
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normal, distal arterial pattern. In such 
cases grafting is strongly indicated, and 
may relieve all symptoms. 


In evaluating a limb with the prospect 
of inserting a graft, physical examination 
plays a large part. If the popliteal pulse 
is present, a graft is not advisable, for the 
blockage is distalward in vessels that are 
too small to be effectively grafted. In the 
ideal case the femoral pulse is present bi- 
laterally, while the popliteal is present on 
the unaffected side and absent on the af- 
fected side. A femoral arteriogram is per- 
formed for exact localization of the block. 
If it is found to extend past the popliteal 
area, a graft is not feasible. If, however, it 
appears that the block is short and there is 
a good runoff into the peripheral vessels, 
then a by-pass graft is indicated. This type 
of graft disturbs the collaterals less than 
does complete resection of the blocked 
artery, with the necessary’ end-to-end 
vessel-graft suture. This refers, of course, 
to vessels beyond the aorta, and not to such 
conditions as occlusion of the bifurcation 
of the aorta, as seen in Leriche’s syndrome. 
In this condition, an end-to-end aortic 
graft with end-to-side or end-to-end iliac 
anastomosis is indicated, as the volume of 
blood to be transported by the graft far 
outweighs any that might be transported 
by the collaterals. 


Summary 


Chronic peripheral arterial occlusive 
disease is a widespread disease, which, 
with the increasing upper age group, will 
become more prevalent. The initial treat- 
ment is medical, but the majority of pa- 
tients will eventually need surgical help. 
Conservatism should be the keynote of sur- 
gical therapy, with local measures, sym- 
pathectomy, amputation, and grafting be- 
ing resorted to as indicated. 


Reference 


1. Pratt, G. H.: Cardiovascular Surgery, Philadelphia, Lea 
& Febiger, 1954, p. 159. 
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Mass Casualty Planning and Management 
FRANK B. BERRY, M.D.* 
WASHINGTON, D. C. 


Mr. President, members of the Society 
and guests, it is a great pleasure for me to 
be with you this morning and I deeply ap- 
preciate your invitation. My talk will con- 
cern chiefly our methods of organization 
for coping with and surviving major disas- 
ter occurring in many areas simultaneously 
throughout these United States. 

With our modern weapons of unprece- 
dented destructive power which give offense 
the predominant role, we must realize that 
in unlimited thermonuclear war decisive 
blows will be struck at the very outset. 
Within a few moments of this occurrence 
the medical profession will be called into 
action. If we are unprepared, our accom- 
plishments will be dispersed, uncoordinated, 
and too often futile. If we are prepared 
with good programs, good planning, and 
good organization, much may be accom- 
plished even in the areas of devastating 
destruction, and our means to protect hu- 
man resources and rehabilitate our popula- 
tion will be greatly enhanced. The surviv- 
ing population is the most valuable asset in 
any economically developed country. 

There is a great tendency on the part of 
many in our country to believe that all will 
be over immediately, and they say, “Well, 
what can we do?” Our answer is, we can all 
do a lot. The ensuing days, weeks, and 
months after such a disaster happens are 
vitally important, for obviously the nation 
which can rehabilitate itself and pick itself 
up out of the debris most quickly is the na- 
tion which will eventually emerge victor- 
ious. 

Preparation now in time of peace, with 
proper planning from the smallest commu- 
nity to the national level, may well mean 
the difference between victory and defeat 
should such major disaster ever occur. Ap- 
proximately 80 per cent of our medical 
manpower is concentrated in and about our 
large metropolitan centers and about two- 
thirds of our hospitals are in the calculated 
target areas. If such centers are devastated 
by thermonuclear weapons, help will have 


Read before the First General Session, Melical Society of 
North Carolina, Asheville, May 6, 1958. 
*Assistant Secretary of Defense (Health and Medical). 


to arrive chiefly from the periphery towards 
the area of damage. Among the immed- 
iately required medical measures will be 
the evacuation of patients and a census of 
surviving physicians and even whole com- 
munities—the assessment of damage. 

What resources of personnel do we in the 
healing professions have at our disposal? 
First, we have the physicians; this group 
numbers about 225,000. In addition we have 
certain other allied and paramedical pro- 
fessional groups: more than 90,000 dentists, 
10,000 osteopaths, and approximately 700,- 
000 nurses, half of whom are fully trained 
and registered. The paramedical personnel 
consists of a number of our allied groups, 
and in addition to these we have an un- 
known number of men and women who 
have served at one time or another in an 
enlisted capacity in the medical corps of 
our armed services. 

Preparedness begins in the local commu- 
nity itself. This will require coordination 
with adjacent communities, larger metro- 
politan centers, and the state and the fed- 
eral governments. These have always been 
the natural patterns in which we live and 
through which we are accustomed to act. 
We may consider organization, therefore, 
under two headings: (1) the responsibility 
of the local community; (2) the respon- 
sibility of the Federal government. 


Community Organization and Planning 


The inner perimeter of a metropolitan 
district, with a radius up to 20 miles from 
ground zero, is the area of destruction. The 
outer perimeter of such a district extends 
another 25 to 75 miles, and it is from this 
zone that the greater portion of emergency 
medical care will come. Therefore the com- 
munity should keep current an appraisal of 
all possible medical facilities such as a sur- 
vey of hospitals and clinics; other sites 
suitable for the care of the sick and injured 
such as hotels, motels, schools, and factor- 
ies; a listing of the entire medical and 
paramedical personnel in these areas; and 
an accurate survey of power, water, heat, 
food, communications, and transportation 
possibilities. Lists of emergency assignment 
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of all medical personnel should be main- 
tained. Many physicians and paramedical 
personnel who work in metropolitan areas 
reside in the periphery. It would probably 
be impossible for them to get back into the 
disaster area to their own hospitals, which 
in all probability would be completely de- 
stroyed. Hence, they should be assigned to 
their nearest facilities to augment the staffs 
already present. Each community should 
select its own medical director of disaster 
medical care and several deputies to act in 
the event that he cannot perform his duties. 
Arrangements for coordination with other 
nonmedical groups must exist. Here the 
Civil Defense Administration is of great 
assistance in the overall planning for the 
support of any community, whether it be 
in the damaged target area itself or one of 
the supporting nearby communities. 


Peacetime preparation 

During times of peace the following pro- 
visions should be undertaken: 

1. Stockpiles of material are absolutely 
essential in order to practice what will be 
the most austere type of medicine for 
emergency care, with provision for hospi- 
talization, public health, and preventive 
medicine. 

2. Preventive medical measures should be 
instituted, such as: 

a. Blood grouping: It would be advan- 
tageous for everyone of our citizens 
to have his blood typed and to carry a 
permanent record of it. 

b. Tetanus immunization: There should be 
tetanus immunization for all our citi- 
zens, and in areas where there is not 
tetanus and diphtheria toxoid immun- 
ization for children, this should be in- 
stituted. 

c. Other immunizations: In addition to 
smallpox vaccination, which is already 
required, (dried smallpox vaccine is 
preferred), typhoid vaccine, and tet- 
anus and diphtheria toxoid should be 
among the items listed for stockpiling. 

3. Education and training: There should 
be simple training in field medicine; initial 
surgical treatment of trauma, such as first 
aid measures; spread of training in simple 
anesthesia for dentists, nurses, and medical 
students; provisions for home obstetric 
care; instruction in handling and evacuat- 
ing patients; and for the medical groups the 
explanation of and necessity for triage. 
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Part of this program can be maintained at 
local medical and dental meetings, and 
some through the Red Cross and Boy and 
Girl Scouts. 

4. Psychologie preparation: This might 
well be a part of the educational program, 
with thought given to prevention of panic, 
individual and crowd psychology, and use 
of substitute methods and materials in 
times of need. 

5. Tests: Community tests involving one 
or more medical schools such as Operation 
Rebound, held in Texas, April, 1957, which 
included Baylor Medical School, the Uni- 
versity of Texas Medical School at Galves- 
ton, and the University of Texas Dental 
School at Houston. Under this heading 
should be included the examination and 
testing of all equipment provided in emer- 
gency stockpiles. The Civil Defense Hospi- 
tal Units should be unpacked and repacked 
in “combat packing,” so that familiarity 
may be gained with the equipment and the 
deficiencies noted and remedied. A further 
development of the concept of the affiliated 
medical unit of World Wars I and II might 
be considered. According to this concept, 
certain hospitals and medical schools would 
be responsible for the operation of nearby 
fixed installations of the Armed Forces. 
Such civilian units would become the ready 
reserve for manning these military hospi- 
tals and dispensaries. In case of emergency 
this reserve would immediately liberate the 
staffs of these hospitals for movement and 
would insure the full cooperation and coor- 
dination of these hospitals and civilian hos- 
pitals at time of disaster. 

6. Organization: Planning along the lines 
just indicated would insure the most effec- 
tive contribution each community could 
make in any disaster whether it be nation- 
al, state or purely of a community nature. 
For the inner perimeter itself, the area 
which is totally or partially destroyed, gen- 
eral organization should be similar to that 
of the outer perimeter where there is little 
or no damage. Because of the destruction, 
however, there will be infinitely greater 
disruption of communication and transpor- 
tation. Survivors here will have to operate 
more as individuals or small isolated 
groups. With good organization and proper 
planning in all communities, they will real- 
ize immediately that help and support are 
nearby. Their initial efforts will be directed 
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largely to life-saving and survival measures 
and immediate attempts to restore commun- 
ications and meet those who are working 
toward them from the outside. 


National Organization 


There are several methods of organiza- 
tion open to the medical profession: 

1. The military may be asked to assume 
temporary control and support where dam- 
age is extensive. This has been the case in 
the past and there is no reason to consider 
that this situation will be different in the 
future. “The military, of course, has their 
sole reason for being to serve the security 
of the people as a whole as well and ec- 
onomically as possible.” Here “serve” is 
used in the larger sense, and implies both 
offensive and defensive action. In the case 
of actual survival, the military will be con- 
cerned with the problem immediately at 
hand. Their medical organization and fa- 
cilities may well assist the civilian groups. 

2. The National Guard, Initially the Na- 
tional Guard in each state may take over 
the control and organization. Members can 
train for this in times of peace either 
through the National Guard Reserve or 
Federal Reserve and designate reserve phy- 
sicians and paramedical personnel as mobile 
teams or assign them to specific civilian 
hospitals as reinforcements. On _ reserve 
duty they might operate with hospitals. 

38. The Federal Civil Defense Adminis- 
tration, which already assists and coordi- 
nates state and community organization, 
may play the key role. 

4. Medical organization may follow the 
lines already established by Selective Serv- 
ice and their local medical advisory groups. 

5. Medical organization might stem from 
state and county medical societies through 
policies established by the Committee on 
Military Medical Affairs, and the Council 
on National Defense of the American Med- 
ical Association. 

In any event, the following principles 
must be followed: 

1. Doctors must work as a part of a pre- 
organized plan which crosses all lines in 
hospital groups, affiliations, and so forth. 

2. The discipline of organization must be 
taught and understood, and will have to be 
maintained, in order to insure maximum 
efliciency in medical care and rehabilita- 
tion. 
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3. Doctors will have to work as best they 
can as individuals when isolated, and at 
that time they will have to show qualities 
of individual leadership and direction. 

4. Plans must be definite and yet fluid, 
with alternate programs in every case. 

5. Previously established stockpiles of 
emergency medical equipment must be avail- 
able in multiple locations, preferably in un- 
derground, bomb-proof shelters. 

6. The military will naturally be ex- 
pected to render full support to the civilian, 
and vice versa. 

7. The primary mission of the doctor 
will be patient care, rehabilitation for 
prompt return to work, and preventive med- 
icine, 

8. Any plan of organization should cap- 
italize on local, state, and federal capaci- 
ties, skills, institutions and procedures, and 
utilize familiar and accustomed patterns. 


Medical Organization 


As to. our own medical organization let 
us think of this in three phases: 

1. The immediate postdisaster period 
2. The intermediate period 
3. Recovery and rehabilitation. 

In the first phase we shall be confronted 
initially with the solution of immediate 
problems: removal of debris, combatting 
fires, care of the injured, and disposal of 
the dead. At the same time emergency med- 
ical care will be required. This will be rend- 
ered by untrained personnel in charge of 
allied or paramedical personnel, and can 
include only the barest emergency aid. In 
order to accomplish this we must plan for 
good medical organization which will pro- 
vide personnel and equipment, sometimes 
under the control of the military, and some- 
times under Civil Defense; and second, we 
must avoid overloading military medical 
services by civilian casualties. There must 
be good triage: this should be performed by 
men of experience, preferably those who 
have had military service and are familiar 
with triage and the echelon type of care. 
Everybody who can be of any possible as- 
sistance should be returned to duty to assist 
those who cannot help themselves. Surgery 
must be only of the most essential type. 
This will make possible a greater return 
to duty of the sick and injured and will also 
conserve professional] talent. 

In triage and care of the casualties, four 
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way for your patients 
set full details about 


the Doctors Program 


THIS FREE FOLDER TELLS THEM: 
¢ What The Doctors 
Program is 


e What The Doctors 


Program does for them 


e Why it is the plan 
doctors want them 


to have 


e What it costs 


e How to get it 


A supply of these folders in 
your office saves you time and 
trouble in explaining The 
Doctors Program to 

your patients. 


To order, write on your 
prescription pad to: 


North Carolina’s BLUE SHIELD’ 


Hospital Saving Association 
CHAPEL HILL, NORTH CAROLINA 


A 
® 
DOCToR 
RECOMMENDS... TH 
“tH 

| 


FOR MEMBERS OF THE MEDICAL SOCIETY 
OF THE STATE OF NORTH CAROLINA 


PROFESSIONAL OVERHEAD EXPENSE INSURANCE 


A fresh new concept of Personal Insurance, POE pays direct to you the covered 
expense of maintaining your practice should disability strike. 


Not to be confused with the worthwhile purpose of an income replacement policy 
(self-support), POE forestalls drawing upon this or personal funds. It is as logical 
and as businesslike as any expense necessary to a practice 


Pays your office expenses for total disability caused by accident or sickness when 
continuously disabled for a period of 31 days; then payment is retroactive to the 
Ist day and continues for as long as 1 year. 


Expenses covered are office rent, employees’ salaries, electricity, heat, water, 
laundry, pro-rata (monthly) of: contributions, fees, dues, accountants services, 
depreciation and generally other office expenses which are tax-deductible. 


The premiums are tax deductible! 


Exceptions 


Pregnancy, childbirth or miscarriage 


Intentionally self-inflicted injury 


3. War or act of war or injury sustained while in the military, 
naval or air force service of any country 


RALPH J. GOLDEN INSURANCE AGENCY 
Box 6395 — Telephone BR 5-3400 
GREENSBORO, NORTH CAROLINA 

JOHN M. CARSON — ASSOCIATES — HENRY MACLIN IV 


Fill in and mail for further information 
PROFESSIONAL OVERHEAD EXPENSE 


Your name 
Street 


City 


NO OBLIGATION 


| 

2 


FOR MEMBERS OF THE MEDICAL SOCIETY 
OF THE STATE OF NORTH CAROLINA 


YOUR SOCIETY'S MAJOR HOSPITAL PLAN 
HOW IT WORKS 


$10,000 within three years of accident Reinstatement of full benefit 


or sickness. ($10,000) for recurrence of any 
sickness for which payment has 

100% of room and board. been made after no expense has 

100% of the necessary charges for 


hospital care and treatment. 


P . Coverage for spouse and dependent 
75% of special nurse expense in unmarried children between the 


hospital. age of 14 days and 23 years. 


DEDUCTIBLE AMOUNTS $100, $300, OR $500 


Exclusions 


Pregnancy, childbirth or miscarriage 
2. Intentionally self-inflicted injury 


3. Confinement in any institution operated by the U. S. 
Government or agency thereof 


4. War or act of war or injury sustained while in the military, 
naval or air force service of any country 


5. Up to $1,500 confinement within an institution operated 
especially for mental or senile patients 


RALPH J. GOLDEN INSURANCE AGENCY 
Box 6395 — Telephone BR 5-3400 
GREENSBORO, NORTH CAROLINA 

JOHN M. CARSON — ASSOCIATES — HENRY MACLIN IV 


Fill in and mail for further information 
MAJOR HOSPITAL PROGRAM 


Your name 
Street 


City 


NO OBLIGATION 
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To Members of the Medical Society 
of the 


State of North Carolina 


Regarding your Society’s Accident and Health Plan 
— Established 1940 — 


This is the plan of Accident and Sickness insurance preferred, and 
participated in by most of the members of the North Carolina Medical 
Society. We greatiy appreciate the ever increasing number of members 
who come to us for their disability protection after carefully considering 
other plans. This growing confidence and reliance on us makes us very 
happy and more determined to see that every member of the Society who 
has a claim is treated fairly and paid promptly. We write the claim checks 
in this office. Your claim does not have to be sent to some distant city 
to be processed by someone who does not know you and feels little interest 
in your problems. It is not enough just to accept your premiums. It is 
our duty and our pleasure to pay you when disabled as well as to receive 
your money when you are well. Write us today. 


PLANS AVAILABLE 


* Dismemberment COST UNTIL AGE 35 COST FOR AGES 35 to 70 
Accidental Loss of Sight, Speech Accident ond Annual Semi-Annual Annual Semi-Annual 
Plan Death Coverage or Hearing Sickness Benefits Pp i Premi P i P i 

$5,000 5,000 to 10,000 50.00 Weekly 67.50 34.25 90.00 45.50 

5,000 7,500 to 15,000 75.00 Weekly 98.25 49.65 131.00 66.00 

5,900 10,000 to 20,000 100.00 Weekly 129.00 65.00 172.00 86.50 

($433.00 per month) 
* Amount payable depends upon the nature of the loss as set forth in the policy. 


Members under age 60 and in good health may apply for $10.00 
per day extra for hospitalization at premium of only $20.00 annually, or 
$10.00 semi-annually. Pays up to 90 days for each sickness or injury. 


We are proud of our 18 years of service to the North Carolina 
Medical Society. During this period we have paid fully and promptly 
claims to disabled members totaling nearly $1,000,000.00. 


| am as close to you as your telephone. Please call me collect, day 
(5-5341) or night (7-3157), concerning any questions on which | may be 
helpful. 


FOR APPLICATION, OR FURTHER INFORMATION. WRITE TODAY 
TO 


J. L. CRUMPTON, State Mgr. 
Professional Group Disability Division 
Post Office Box 147 Durham, N. C. 
— Representing — 
COMMERCIAL INSURANCE COMPANY OF NEWARK, NEW JERSEY 


October, 1958 


types will be recognized: (1) those requir- 
ing only minimal treatment; (2) those re- 
quiring immediate treatment; (3) those 
whose treatment can be safely delayed; (4) 
and those who may require expectant treat- 
ment. Depending upon circumstances and 
proper triage, the latter group may receive 
very early treatment or it may be necessary 
to delay. 

Obviously in such a situation as we are 
considering there must be proper evalua- 
tion of the prevailing conditions, proper 
assessment of the possibility of aid in sur- 
rounding communities, and strict conserva- 
tion of supplies and proper utilization of 
the various groups of individuals with dif- 
ferent levels of training and experience. 
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Both Civil Defense and the military are 
already stockpiling austere packages of sup- 
plies and instruments, those required in 
phase one are minimum in number and ex- 
tremely simple. In phase two there is a 
certain expansion in types of lists because 
here there will be a certain amount of def- 
initive surgery and medical care. In phase 
three, that of recovery, the assortment and 
quantity will depend upon the recovery in 
industry. As we consider these three phases 
in any disaster, the necessity of thinking in 
terms of sound organization must be evi- 
dent, for then only will individual and col- 
lective effort bring maximum benefit. 


Cutaneous Candidiasis Treated With 
Nystatin (Mycostatin) 
C. M. HOWELL, JR., M.D. 
WINSTON-SALEM 


The paradoxical result of present day 
forms of therapy in mycotic infections of 
the skin indicates a pressing need for su- 
perior antifungal agents. On the one hand, 
these infections are notoriously resistant to 
treatment and generally require long-term 
medication to effect a permanent cure. Re- 
appearance of acute symptoms and positive 
cultures where infection was believed sup- 
pressed are not uncommon. And yet the 
prolonged application of effective sub- 
stances frequently produces a complicating 
“treatment dermatitis” which may cause 
greater disability than the fungal disease 
itself. A desirable therapeutic agent for 
topical use must be capable of clearing skin 
lesions within a reasonably shore time and 
must be relatively free from irritating and 
sensitizing properties. If this material can 
be incorporated with a cosmetically accept- 
able vehicle, patient cooperation becomes 
less of a problem to the practicing physi- 
cian and less of an impediment to his best 
efforts. 

From the numerous clinical investiga- 
tions that have been reported in the recent 


From the Department of Medicine, Bowman Gray School 
of Medicine, Wake Forest College, Winston-Salem, North 
Carolina 

Mycostatin, E. R. Squibb & Sons, New York, N. Y. 


literature’), the discovery and isolation of 
nystatin (Mycostatin)‘*) has made avail- 
able a satisfactory agent for the treatment 
of cutaneous infection due to Candida al- 


bicans. Candidiasis of the skin appears to 
be an increasingly important and frequent 
problem to dermatologists''**’. Whether 
this greater frequency represents a true 
increase in incidence, perhaps as a result 
of changes in bacterial flora induced by 
broad-spectrum antibiotics, or is merely an 
indication of improved diagnostic methods, 
it has led to dissatisfaction with conven- 
tional therapeutic measures. Topical appli- 
cation of nystatin in an ointment base has 
been found practical and efficient in both 
pediatric’ and adult" * patients with 
cutaneous lesions. Compared with the mod- 
est and inconsistent benefits of topical 
therapy with gentian violet, the more uni- 
formly satisfactory results achieved with 
nystatin favor its use wherever a diagnosis 
of candidiasis is established. In addition, 
troublesome staining of skin, clothing, and 
bed linens is eliminated with nystatin, and 
sensitivity reactions are not seen. The com- 
bination of proper diagnosis and topical ny- 
statin therapy would appear most likely to 
effect prompt and permanent involution of 
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the patchy, pruritic, erythematous lesions 
of cutaneous candidiasis. 

Because the favorable experiences re- 
ported by others with topical nystatin pre- 
parations were unlike the author’s personal 
experiences with conventional therapeutic 
agents in cutaneous candidiasis, it was con- 
sidered worth while to undertake treat- 
ment of a limited clinical group with this 
newer antifungal medication. A prepara- 
tion containing 100,000 units of nystatin 
per gram of vanishing cream base was em- 
ployed for this purpose. It was felt that the 
use of a vanishing cream base would ma- 
terially reduce the messiness associated 
with ointment application and that a prep- 
aration simulating a cosmetic cream would 
more readily be accepted and applied. 

Diagnosis 

Positive identification of C. albicans by 
direct examination of skin scrapings and 
by culture methods confirmed clinical find- 
ings in the series of 36 patients described 
in this communication. Skin scrapings, 


cleared in 10 per cent potassium hydroxide 
and observed under a cover glass, contained 
the typical hyaline, thin-walled filaments 


to which single or clusters of spores were 
attached. In addition, single, budding, oval 
spores, existing free from other elements, 
were also found. Cultures of cutaneous ma- 
terial were examined after three to five 
days’ growth, an incubation period usually 
sufficient for C. albicans. Before cultures 
were considered negative, however, they 
were retained and examined for 10 days. 


Treatment 


A series of 16 female and 20 male pa- 
tients—8 children and 28 adults—ranging 
in age from 1 to 65 years, were treated 
with nystatin cream for cutaneous manifes- 
tations of candidiasis. Questioning disclosed 
the presence of eruptions for periods of 
two weeks to six months in most cases prior 
to the current examination. One female pa- 
tient had a history of alternate remissions 
and exacerbations of pruritic, patchy erup- 
tion in the groin for 17 years, and exhibited 
a chronic localized neurodermatitis of the 
perianal region when seen. The role of C. 
albicans in past skin lesions could not be de- 
termined, although Candida infection was 
responsible for the present difficulty. A 
second patient, a male, with a patchy, pru- 
ritic, oozing eruption in the groin, com- 
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plained of recurrent episodes over a two- 
year period; but, once again, it was not 
possible to attribute past outbreaks to Can- 
dida infection. 


Affected body areas included the usual 
sites of predilection—the intertriginous 
folds, the perianal region, and the vulva. 
One patient showed a typical angular 
stomatitis. Intercurrent generalized psoria- 
sis encountered in 2 patients was simul- 
taneously treated with appropriate medica- 
tion. As might be anticipated, a wide varie- 
ty of topical medication had been applied 
by most of the patients before they brought 
their condition to the author’s attention. 
Only 10 patients in the group had received 
no previous therapy of any kind. Self-med- 
ication with proprietary remedies was re- 
ported by 14 individuals. Aside from prep- 
arations which could not be identified by the 
patient, topical hydrocortisone or gentian 
violet or alcohol washes had most frequent- 
ly been prescribed. 

When a clinical diagnosis of candidiasis 
was established, the patient was instructed 
to discontinue all medication he might still 
be using and to apply the nystatin cream 
two or three times daily to involved areas, 
gently and thoroughly rubbing it into the 
skin. Treatment of oozing lesions was ini- 
tiated with compresses of potassium per- 
manganate (1:8000) until exudation had 
subsided. Then the usual application of ny- 
statin cream was carried out. Eight women 
with eruptions covering groin and vulval 
regions were given nystatin (Mycostatin) 
vaginal tablets to be used in conjunction 
with the cream for control of vaginitis. 
Treatment periods ranged from one to four 
weeks. 


Results 


The results of topical therapy with ny- 
statin cream in 36 cases of candidiasis of 
the skin are summarized in Table 1. The 
excellent therapeutic response observed in 
31 patients was manifested as an early sub- 
sidence of the acute infectious process and 
prompt and permanent involution of the 
pruritic patchy eruptions. Progressive im- 
provement was somewhat slower in the 5 
cases which were considered to show a good 
response. There was some indication that 
the patients had not cooperated fully with 
the details of the prescribed regimen in 
these cases. In none of the cases reported 
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CUTANEOUS CANDIDIASIS — HOWELL 


Table 1 


Review of 35 Cases of Cutaneous Candidiasis 


Treated With Nystatin (Mycostatin) 


Duration No. Duration 
of of 
Eruption Patients Treatment 


1-8 weeks 22 10-28 days 
3-6 months 8 7-21 days 
7 months-1 year 0 — 

More than 1 year 3 14-20 days 
Unknown 3 8-17 days 


Results of Treatment No. 


Excel- 


Good Fair Poor Recurrence 


3 0 0 1 
0 0 0 0 
1 0 0 0 
1 0 0 0 


Totals 36 


here was there any evidence of primary ir- 
ritation or sensitivity reactions to the ny- 
statin cream. The medication was generally 
well accepted, and patient resistance to 
scheduled therapy was minimal, 

The permanence of the control of infec- 
tion achieved with nystatin is evidenced by 
the absence of recurrent episodes of candi- 
diasis in all but one case. One recurrence, 
in a male patient with perianal involve- 
ment, occurred after the patient had 
shown an excellent response to therapy and 
medication had been discontinued following 
seven days of treatment. Recurrence, or 
possibly reinfection, was observed two 
weeks thereafter. A second course of thera- 
py extended to 14 days duplicated the ini- 
tial excellent results and control now ap- 
pears permanent. 


Report of Cases 


Two cases are described for illustration. 
One patient had a history of recurring 
pruritic, patchy eruptions over a period of 
17 years. Examination disclosed a chronic 
localized neurodermatitis as well as Can- 
dida infection. The second patient had 
clear-cut psoriasis of many years’ standing 
upon which candidiasis was superimposed. 


Case 1 


This woman had been suffering from recurrent 
skin eruptions for a period of 17 years, during 
which various medications, too numerous for the 
patient to recall in detail, had been applied with 
equivocal results. The current pruritic, patchy 
eruption in the groin which caused her to seek 
medical advice was attributed by laboratory and 
clinical findings to C. albicans. In addition, examin- 
ation disclosed a chronic localized neurodermatitis 
of the perianal region. Unfortunately, it was not 
possible to determine the contribution of Candida 
infection to the previous difficulties. Nystatin 
cream was prescribed for application three times 
daily. Nystatin vaginal tablets were also given 
for simultaneous use. A _ barbiturate pre- 


5 0 0 1 


scribed to aid in the control of the neurodermatitis. 
After an initial period of three days during which 
the lesions appeared worse, a progressive involu- 
tion was observed, and after 15 days of treatment 
evidence of the infection disappeared. 

Case 2 


This man had a clear-cut psoriasis of many 
years’ duration, which was under treatment by 
another physician. An acute eruption in the groin 
of three-weeks’ standing had prompted him to 
seek further medical advice. Laboratory and clini- 
cal examination established a positive diagnosis of 
candidiasis superimposed upon the pre-existent 
psoriasis. The patient reported the use of home- 
type remedies for relief of the present condition. 
Nystatin cream was prescribed for application 
three times daily. After four weeks of treatment, 
the candidiasis had completely cleared, as con- 
firmed by repeated cultures, although the psoriatic 
lesions persisted. 


Summary 


A series of 36 patients with established 
candidiasis of the skin were treated with 
nystatin (Mycostatin) in a vanishing cream 
base. Therapeutic response was excellent in 
31 cases and good in 5 cases, One recur- 
rence or reinfection, after medication had 
been discontinued, was successfully con- 
trolled with a second course of therapy. 
Two cases in which intercurrent derma- 
toses were present are described in detail. 
From this limited experience with nystatin, 
it appears that this antifungal agent is an 
effective drug for the treatment of candi- 
diasis of the skin. No sensitivity reaction 
or primary irritations were observed in 
this series. 
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More progress has been made in the care 
of children during the present century than 
in the 2,333 years since the death of Hip- 
pocrates. Up to 1900 only breast-fed chil- 
dren of healthy stock in a good environ- 
ment had much chance of survival. Just 
two diseases, smallpox and scurvy, were 
preventable. Specific drugs were available 
for but three conditions: that is, malaria 
usually was cured by quinine, worms suc- 
cumbed to many remedies, including garlic, 
and scabies was relieved by sulfur. Vir- 
tually all child care, such as it was, was 
given by family physicians; only occasion- 
ally was it given by specialists in the di- 
seases of women and children, and even 
more rarely by pediatricians, of whom 
there were less than 50 throughout the 
world. The subject was not taught in any 
medical school, except for occasional re- 
ferences to it by obstetricians and intern- 
ists. 
Nutrition 

From 1900 to the beginning of the First 
War pediatrics was largely concerned with 
infant feeding, and the knowledge of nu- 
trition progressed rapidly. The concept of 
vitamins was introduced in 1906, and beri- 
beri, pellagra, rickets, and scurvy now are 
curiosities, The compulsory — tuberculin 
testing of cattle, pasteurization of milk, the 
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USPHS Milk Ordinance, and last but not 
least, the simplification of infant feeding 
and the use of evaporated milk had made 
it possible for artificially fed infants to 
thrive satisfactorily. The pediatricians of 
that era were consultants and usually saw 
children only in consultation with the fam- 
ily doctor; they rarely provided routine 
child care as does the American practicing 
pediatrician of today. 
Preventive Medicine 

After the first World War, from 1919 to 
1940, attention was shifted from infant 
feeding and the diagnosis and treatment of 
the diseases of infancy and childhood to the 
prevention of these diseases and to the 
maintenance of child health. Pediatrics and 
preventive medicine were now being taught 
in medical schools, and interest in child 
health was fostered by the Children’s Bu- 
reau, White House Conferences, and pedia- 
tric societies. Pediatric knowledge was 
rapidly disseminated through medical 
journals and meetings. Routine immuniza- 
tion reduced the incidence of diphtheria, 
pertussis, smallpox, tetanus, typhoid and 
paratyphoid, as well as the rarer diseases 
of the tropics, for example, cholera, plague, 
typhus, and yellow fever. Clean milk, es- 
pecially lactic acid evaporated milk, fly 
screens, and DDT controlled diarrhea and 
dysentery. Premarital and prenatal serolo- 
gic tests and rapid treatment centers made 
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congenital syphilis a rarity. Malaria ceased 
to be a problem except in Asia and Africa. 
The value of poliomyelitis vaccine has been 
established, and the results of immuniza- 
tion to measles and mumps are promising. 


Tuberculosis 


Tuberculin tests, chest roentgenograms, 
case finding, and sanatorium care have r>- 
duced the incidence of childhood tubercu- 
losis, but the rate would be even further 
decreased if the American medical profes- 
sion would use BCG vaccine*, especially for 
newborn infants, hospital personnel, and 
students of medicine and nursing, as some 
British and Scandinavian physicians do. 
Any preventive or therapeutic measure has 
a “calculated risk.”” The deaths of one adult, 
one 7 year old child, and three infants have 
been attributed to BCG, and in the Liibeck 
disaster there were 72 deaths among the 
251 infants who were mistakenly given a 
vaccine of freshly isolated virulent tubercle 
bacilli instead of the attenuated BCG vac- 
cine. Lupus and lupomas very rarely may 
complicate BCG vaccination temporarily. 
However, more than one hundred million 
children and adults have been safely vac- 
cinated with BCG, including 20 million in 
Japan and 14 million by WHO in 23 coun- 
tries in 1948-1951. Tuberculosis in students 
of medicine and nursing has been reduced 
by BCG. Furthermore, tuberculous menin- 
gitis, which is at present the greatest prob- 
lem in tuberculosis, has been reported in 
only 2 infants who had been vaccinated 
with BCG. Almost all cases of tuberculous 
meningitis occur before the age of 4 years, 
emphasizing the need for BCG in newborn 
infants. Yet it is amazing that many pedia- 
tricians and general practitioners are not 
even doing routine tuberculin tests, on the 
ground that a positive reaction alarms the 
mother. It should be quite the reverse. A 
negative test calls for the protection of 
BCG. 

Failure to adopt routine BCG vaccine is 
largely due to the belief that tuberculosis 
can be eradicated solely by routine chest 
roentgenograms, case findings, sanatorium 
care, and the treatment of patients after 
they have acquired tuberculosis. These 
methods of course, deserve most of the 
credit for the present marked reduction of 


*Bacille Calmette Guérin, an attenuated bovine strain of 
Mycobacterium tuberculosis, obtainable from Research 


Foundation, 70 West Hubbard Street. Chicago 10, Illinois. 
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the disease, but something more is needed 
to bring results comparable to those for 
diphtheria, smallpox, and typhoid. Further- 
more, the present low incidence of tuber- 
culosis and the scarcity of positive tuber- 
culin reactions in Sweden and Minnesota, 
while splendid for those who remain there, 
are proportionately dangerous for those 
who go unprotected into other areas with a 
hizh incidence of tuberculosis. The present 
low diphtheria, smallpox, and typhoid rates 
certainly have not made toxoid and vaccines 
unnecessary. As a matter of fact, the early 
isoniazid therapy of recently acquired tu- 
berculosis will cause some positive tubercu- 
lin tests to become negative, and thereby 
require the protection of BCG vaccine; it 
would be preferable to give BCG vaccine 
in the first place during the newborn per- 
iod. Tuberculous meningitis also may occur 
during INH therapy. 
The Wonder Drugs 

Perhaps the most spectacular progress 
in all branches of medicine, but especially 
in pediatrics with its respiratory and other 
infections, has come from the introduction 
of the sulfonamides, antibiotics, and other 
wonder drugs. It is difficult to realize that 
two thirds of the remedies now used were 
unknown 10 years ago. By 1950 these drugs 
were curing nearly all the pediatric di- 
seases which could not be prevented, and 
were reducing the incidence of others like 
rheumatic fever and nephritis, so that the 
majority of children are now seen in phy- 
sicians’ offices and outpatient departments, 
and pediatric hospital beds are used only 
for newborn and premature infants, diffi- 
cult diagnostic problems, unavoidable sur- 
gery, poisoning, and accidents (now the 
highest cause of death in children, though 
usually preventable). Indeed, except for 
mental deficiency, malformations, leukemia, 
and some of the rare neurologic conditions, 
all other pediatric diseases can be and 
should be prevented or cured. 

The Maintenance of Physical and 
Mental Health 

As a result of this shift, the present or 
ambulatory era of child care began. The 
maintenance of child health now has be- 
come the major aim of pediatrics, both in 
private practice and hospital outpatient 
clinics, and more important than the diag- 
nosis and treatment of disease. Today gen- 
eral practitioners and American pediatri- 
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cians are becoming increasingly interested 
in child behavior and the psychologic prob- 
lems of the newborn and adolescents. More 
attention is also being focused on the re- 
habilitation and re-education of children 
with chronic conditions, such as cardiac, 
orthopedic and other congenital malforma- 
tions, cerebral palsy, and metabolic and 
allergic disorders. Children no longer are 
regarded as the site of a disease but as 
human beings with family and environ- 
mental problems. The children and their 
mothers, on routine visits to the family 
doctors’ or pediatricians’ offices, child wel- 
fare and outpatient clinics, in addition to 
preventive measures and health counseling, 
receive advice on many everyday problems, 
especially on accident prevention. In other 
words, continuing and comprehensive medi- 
cal care is now available to children and 
soon will be for adults. 


As an example of the increasing interest 
in child-family relationships, the pediatri- 
cians with the help of the psychiatrists, or 
vice versa, have persuaded many obstetri- 
cians and nurses that “rooming-in,” with 
the newborn infant kept in constant con- 
tact with the mother from the morning af- 
ter his delivery, is preferable to the usual 
hospital nursery, in which behavior prob- 
lems and serious infections may develop. 
Also with older children, physicians now 
recognize the value of closer child-family 
relationships, and instead of limiting the 
parents of a hospitalized child to visiting 
hours, the father as well as the mother is 
encouraged to stay with the patient day and 
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night in order to reduce the child’s reaction 
to the strange environment of a hospital. 
Parents also are increasing their knowl- 
edge of child care by sharing the nursing 
load, a fact which, during the increasing 
shortage of nurses, quickly converted the 
nursing and hospital administration to the 
desirability of having parents on the pedi- 
atric wards. 


Conclusion 


During the past generation family phy- 
sicians and pediatricians have made more 
progress in child care than during the pre- 
ceding two thousand'‘*°’. Child health seems 
to have reached a golden age‘*'’, but these 
advances must continue in order to merit 
the following definition, quoted from a re- 
cent history of medicine: “Child care offers 
the greatest opportunity in medicine for ef- 
fecting the complete cure and prevention of 
disease; internal medicine is chiefly con- 
cerned with the alleviation of incurable 
conditions; surgery is a technic for making 
the best of a bad bargain; ophthalmology 
and otology are principally crutches for 
making some conditions less disabling.” 


The aim of pediatrics must be not only 
to maintain and improve the physical health 
of children, but even more important to 
find and use better methods for preserving 
their mental and emotional well-being. At 
the present rate, 1 of every 12 American 
children will spend some part of his or her 
life in a psychiatric institution. 

A complete list of references for this paper may 
be obtained from the authors. 
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Almost all of my life I have read of the intuitive knowledge that 
comes to doctors who have studied human beings and their illness for 
many years and enables them to know at a glance what is the matter 
with patients, exactly why it happened, and exactly what to do for it. 
Just when this knowledge develops or after how many years, has not 
been made clear, but your speaker is getting a little impatient awaiting 
this Utopian date with a feeling that if it is coming, it had better show 
up pretty quick now.—Miller, T.: Comments on Ulcer, South. M. J. 
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The Medical Spectator 


One of the beliefs developed in the pre- 
Judaic demonology of the Middle East was 
that the soul could be violently expelled 
from the body by a sneeze. This is one of 
a general body of beliefs held by primitive 
peoples that the soul escapes via the natu- 
ral openings of the body, particularly the 
mouth and nose. Obviously sleep is a criti- 
cal state, for the soul may get out without 
the body being aware of it; if the sleeper 
is rudely awakened, by dreams or, if an 
elderly male, by prostatic prodding, leaving 
the seat of the soul untenanted, woe is the 
emptied one for his very life is in danger. 
Little wonder that we say “Gesundheit” or 
“God bless you” when someone sneezes, for 
magic words have an honorable ancestry, 
albeit not easily charted by genealogists 
or geneticists. Even more nebulous is the 
origin of the common modern day notion 
that a person is closest to death when he 
sneezes. What metaphysical anti-histaminic 
primitive man employed to protect sufferers 
from hay fever is not recorded, but we may 
be assured that elaborate rituals and ap- 
propriate amulets were available. There is 
a species of ragweed known as Roman 
wormwood which raises questions about the 
religious significance of “the wormwood 
and the gall.” 


Psychiatrists have been much concerned 
by such matters as oral eroticism and grati- 
fication; Fliess, Freud’s pen pal during the 
latter’s formative years, developed an over- 
blown theory about the cyclic psychic func- 
tion of the nose which his Vienna corres- 
pondence toyed with briefly but discarded 
when it did not meet the criteria of rapidly 
evolving psychoanalytic theory. Allergists 
today have pocked many a skin, an Occi- 
dental application of acupuncture perhaps, 
searching for the secrets of the turbinates; 
and the ENT man has been interested, at 
least since 1910, in the perversities of nasal 
function, for in that year Grayson pub- 
lished an appropriately titled paper, “The 
Nasal Phenomena of Neurasthenia.’’'') 
Forty years later a team under the direc- 
tion of Harold Wolff published results of 
an admirable study of nasal function of 
134 individuals subjected to all manner of 
artificial and natural stressful situations, 
coming up with the beguiling notion that 
the nose responds to threats to the integri- 
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ty of the human organism by swelling of 
the turbinates, rhinorrhea, and a general 
attitude of rejection manifested by the ex- 
pulsive character of the sneeze‘). 

Clearly this theory conflicts with those 
handed down from antiquity, for a _ pro- 
tective sneeze could hardly be such if it 
loosed the soul from its moorings. Of 
course many of the body’s defense mechan- 
isms eventually become dangerous in them- 
selves by a compulsive repetition of super- 
fluous reactions, not unlike those self-de- 
feating and time-consuming propitiatory 
acts of the obsessive-compulsive neurotic. 

Some months ago I took occasion in these 
columns to point out that other peoples in 
other cultures displaced the soul from the 
bowel and equated evil with excreta, a cy- 
clic movement in colonic history which 
reached its last crest with the auto-intoxi- 
cation vogue of the twenties and persists 
even yet in the minds of a few who sub- 
scribe to the hypersensitivity theory of the 
etiology of chronic ulcerative colitis. And 
while Louis XIV was suffering dulcifying 
and sanctifying clysters, our English fore- 
bears were taking to snuff to sniff, assert- 
ing their prominence by the grandeur of 
their snuff boxes and leaving with us that 
useless medical structure, the anatomical 
snuff box. Clearly the English were not 
afraid to sneeze. 

It would seem then that a new psycho- 
social theory of nasal function is required. 
Unfortunately there must be both a male 
and a female version, because it has been 
shown that the nasal mucosa of the female 
may respond to the hormonal changes of 
menstruation by engorgement, obstruction, 
and even bleeding. It is to be remembered 
that some of these inconsistent primitive 
peoples isolated women during menses be- 
cause they were unclean, an assumption 
open to the interpretation that catamenia 
was accompanied by the escape of demons. 
Obviously the female theory demands more 
precision and refinement if soul and demon 
are to meet in the same hut and the secular 
shell remain intact. Any contribution to the 
problem will be welcomed and carefully 
filed. 
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"EXECUTIVE COUNCIL MEETING 

The regular fall meeting of the Execu- 
tive Council of the State Medical Society 
was held in Raleigh on Sunday, September 
21, with President Lenox Baker in the 
chair. Since one function of this JOURNAL 
is to keep our members informed of the 


actions taken by the Council, the high 
lights of this all-day meeting will be sum- 
marized. 

Dr. Joseph Hooper reporting for the 
Committee on Insurance, said that the ex- 
perience with liability insurance had been 
so favorable in North Carolina that the St. 
Paul Company would reduce the premiums 
by 10 per cent. At present only 213 of the 
members carry insurance with this com- 
pany. If the number is increased substan- 
tially, a still greater reduction may be ef- 
fected. 

Dr. Amos Johnson reported that the 
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Committee on Negotiation had done a great 
deal of spade work since it was appointed, 
but still had much to do. He asked permis- 
sion for the committee to change its pre- 
sent plan for secretarial help, to use Mr. 
Barnes for as much time as he could give, 
and to employ other secretaries as needed, 
on a hourly basis. This permission was 
granted. 

The committee has drawn up a number 
of recommendations designed to keep hos- 
pitals from exploiting the service of doc- 
tors. 

A disappointing report was that the 
Hospital Care Association officials re- 
fused to change the manner of selecting the 
four members at large on their Board of 
Trustees, in order to become eligible to sell 
the Doctors Plan of Blue Shield—Blue 
Cross insurance. The door was left open 
for the Hospital Care Association to come 
into this plan whenever it will make the 
change. 

Dr. Wayne Benton, for the Budget Com- 
mittee, reported that the increases in ad- 
vertising revenue and the sale of some 
bonds had made it possible for the Society 
to pay all its bills this year. A budget for 
1959 of $188,550 was recommended and 
adopted. A motion was made and passed 
unanimously to set aside 2.2 per cent of the 
Society’s income as a reserve fund. 

Dr. Roy Norton, who has served 10 
years as State Health Officer, thanked the 
Council for having allowed him to attend 
its meetings and for their cooperation. He 
emphasized the importance of filing both 
birth and death certificates promptly, but 
commented that now the number of death 
certificates delayed for a month or more 
was only one-sixth that of 10 years ago. Dr. 
Norton said that Governor Hodges had re- 
quested that legislative proposals sponsored 
by the medical profession be made ready 
for the beginning of the next term of the 
Legislature. 

The report of the important Committee 
on Public Relations was given by Dr. Ed- 
gar Beddingfield. It has been proposed that 
the name of the committee be changed, 
since “Public Relations” has come to have 
somewhat the significance of lobbying. 
“Community Services” has been suggested, 
but the matter of a name was left open for 
further suggestions. 

The major new project for 1959 is a 
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work shop for the newly elected county 
societies’ officers, to be held in January at 
the Carolina Hotel in Pinehurst. 

Dr. John Kernodle, chairman of the 
Committee on Chronic Illness, said that five 
of the six points of the American Medical 
Association Health Plan for Older Citizens 
had been adopted by our House of Dele- 
gates in Asheville last May, and that North 
Carolina is “way out in front in the care 
of the aging—thanks largely to Dr. Ellen 
Winston.” He stressed the need for a con- 
structive program to offer instead of the 
Forand Bill. He thought the greatest need 
is more state aid for the aging citizens. 

Dr. David Cogdell, chairman of the Com- 
mittee on Medicare, reported that, while 
Congress had made a drastic cut in the ap- 
propriations for Medicare, he was optimis- 
tic enough to believe that the next Congress 
would restore the appropriation. 

Two changes were made in the Executive 
Council. Dr. F. P. Brooks had offered his 
resignation as councilor of the Second Dis- 
trict. This was accepted, and Dr. W. H. 
Bell, Jr., elected for the interim before the 
next meeting of the House of Delegates. 

To represent the Fourth District, Vice 
Councilor Dr. E. L. Strickland of Wilson 
had come instead of the late Dr. Henderson 
Irwin, who had been councilor. Dr. Strick- 
land asked that he be allowed to resign, 
since he was unable to drive his car. His 
resignation was accepted with regret. Dr. 
E. T. Beddingfield of Stantonsbury was 
elected councilor, and Dr. Charles Parker 
of Wilson vice councilor. 

The Board of Trustees of the Goldsboro 
Public Library sent a check for $25 in 
memory of Dr. Irwin, to be used for medi- 
cal education. The check is to be given the 
Student Loan Fund of the University. 

The election of Dr. Earl Brian of Raleigh 
to succeed the late Dr. Grady Dixon on the 
State Board of Health was approved 
unanimously. 

A real high light of the meeting was 
Mrs. Paul Johnson’s report as president of 
the Woman’s Auxiliary. In a brief but well 
presented address, she outlined the pro- 
gram of the Auxiliary for the coming year. 
The prolonged applause given her proved 
that she had made a very favorable im- 
pression and is a worthy successor to the 
fine women who have been Auxiliary 
presidents. 
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A.M.A. PLANNING CONFERENCE 
ON AGING 


During the three years since it was cre- 
ated the A.M.A. Committee on Aging has 
had a number of meetings and has spon- 
sored some regional conferences. Its first 
national conference was held in Chicago, 
September 13-14, and was preceded by an 
all day session of the Committee on Sep- 
tember 12. 


The registration of 175 represented 46 
states and Alaska. Four came from North 
Carolina: Drs. John Kernodle and Street 
Brewer of the State Society’s Public Serv- 
ice Commission; Mr. J. T. Barnes, Execu- 
tive Secretary, and Dr. Wingate Johnson, 
member of the A.M.A. Committee on Aging. 

The opening session Saturday morning, 
September 13, began with a brief address 
of welcome by Dr. F. J. L. Blasingame. In 
this address, he referred to Dr. Walter 
Bierring, who was on a front seat, and who 
had recently celebrated his ninetieth birth- 
day, as a shining example of the right way 
to grow old. 

Dr. Joseph A. Falzone spoke on the basic 
medical research in aging being done at 
the National Institutes of Health. Dr. Jack 
Weinberg, clinical associate professor of 
psychiatry at the University of [Illinois, 
held the audience spellbound with his ad- 
dress on personal and social adjustment. 
The morning session concluded with a 
panel discussion on activities of other na- 
tional groups by Surgeon General Leroy 
Burney, Dr. Edwin Crosby, executive di- 
rector of the American Hospital Associa- 
tion, Mr. Sidney Spector, director of the In- 
terstate Clearing House on Mental Health 
Council of State Governments, and Mrs. 
Geneva Mathiasen, executive secretary of 
the National Committee on Aging of the 
National Social Welfare Assembly. 

Dr. Louis M. Orr, president-elect of the 
American Medical Association, gave a stim- 
ulating luncheon address on the New World 
of Aging. 

The Saturday afternoon session was de- 
voted to a panel discussion of the A.M.A. 
Health Program for Older Citizens, which 
represents the result of two years’ in- 
tensive study by the Committee. The panel 
was made up of members of the Committee 
on Aging, Drs. Swartz, Klumpp, Johnson, 
Wittson, and Allman, together with Dr. E. 
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B. Howard, assistant executive vice presi- 
dent of A.M.A. 

At 9:30 the next morning eight dis- 
cussion groups of 15 to 20 participants met 
for two hours to discuss the A.M.A. Health 
Program. This discussion was to allow the 
participants to bring to the A.M.A. Com- 
mittee their suggestions and ideas about 
how the support of various state organiza- 
tions could be gained—and how they 
thought the American Medical Association 
could best help the state and county organ- 
izations. 

After the group discussion Dr. Edward 
L. Bortz gave a splendid address on Posi- 
tive Health. This was followed by reports 
of group discussions and a summation of 
the conference. 

The representatives who expressed them- 
selves seemed well pleased with the confer- 
ence. One said that it was one meeting from 
which he took something away, and com- 
mented on the fact that speakers did not 
duplicate one another. 

It was evident that all who participated 
in the program had given much thought to 
their contributions. The sustained interest 
shown by all those in attendance augured 
well for future progress in caring for our 
older citizens. 


THE EDENBOROUGH MEDICAL 
COLLEGE 


Dr. McLendon’s story of the Edenbor- 
ough Medical College in this issue should 
be of special interest to North Carolina 
doctors, for more than one reason, We can- 
not honestly point with pride to the “Medi- 
cal College” itself. The General Assembly of 
North Carolina, in granting its charter, 
empowered Dr. Hector McLean “and such 
other persons as he may associate with 
him” to take all necessary steps “to make 
said institution a first class Medical Col- 
lege of the highest grade.” Subsequent 
events, however, failed to justify the high 
hopes of the lawmakers, and after Dr. Mc- 
Lean’s death on December 1, 1877, the “‘col- 
lege’ was closed permanently. 

North Carolina can, however, point with 
pride to the farsighted view of medical edu- 
cation taken by our Society, as so well doc- 
umented by Dr. McLendon. When inferior 
proprietary medical schools were springing 
up like mushrooms all over the nation, a 
committee appointed by the president 
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of the State Society to consider establishing 
a medical school in North Carolina re- 
ported in 1852 that “such an establishment 
... would be neither expedient nor desir- 
able.” The committee then condemned in 
scathing terms the proprietary type of 
school, and favored “a few good, well-en- 
dowed, well-supported Medical Colleges.” 
And in 1877 the Committee on Medical 
Schools condemned the Edenborough Col- 
lege as “a blight upon the profession, a 
burlesque upon science, and a curse to hu- 
manity,” and recommended that the Legis- 
lature be requested to rescind its charter. 

It is gratifying to know that a century 
ago the leaders of our profession were far- 
sighted enough to anticipate by nearly 60 
years the Flexner report to the Carnegie 
Foundation, which sounded the death knell 
of the proprietary medical schools. It is 
also gratifying to know that the state now 
has three “good, well-endowed, well-sup- 
ported Medical Colleges’ envisioned more 
than a century ago. 


SHOCK THERAPY FOR SMOKING 

Evidently our British cousins feel quite 
strongly about the use of tobacco. The same 
issue of the Halifax Chronicle - Herald, 
which carried the editorial on the Duke and 
the Doctors, had an AP story from London 
reporting the organization of Britain’s Na- 
tional Society of Non-Smokers, which em- 
ploys a technique similar to that of Alcohol- 
ics Anonymous. Its secretary, Rev. Hubert 
V. Little, describes it thus: 

Our method is to give pep talks, encourage 
social contacts among the folks with a common 
weakness and arrange interviews with physicians 
who have volunteered their services. 

I myself regard smoking without consideration 
for others as certainly anti-social, and under some 
circumstances could even be held anti-Christian. 

According to the AP reporter 

The society has opened a clinic in Liverpool, 
where Dr. Lennox Johnston, the organization’s 
president, tells a smoker: 

“You are a drug addict. You obviously are suf- 
fering from nicotine poisoning and chronic respir- 
atory inflammation. You are quite likely to drop 
dead any old time.” 

It’s a shock approach that shakes smokers out 
of apathy and gives them strength to work with 
others in an effort to overcome the habit, Dr. 
Johnston explained. 

It remains to be seen whether this shock 
therapy will be effective, or if an outbreak 
of iatrogenic heart disease will follow Dr. 
Johnston’s dogmatic statement. 
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President’s Message 


THE THIRD PARTY* 


A recent survey to determine the over-all 
Third Party situation in medicine brought 
many problems to light. An interesting re- 
sult of the study was that no individual 
nor group denied that the Third Party 
problem exists, neither did they deny that 
Third Parties interfere with the freedom 
of the practice of medicine and in some in- 
stances with the freedom of choice of phy- 
sician. At the same time no individual nor 
group tolerated the thought that they in- 
terfered or that they were even a Third 
Party and each resented their program or 
organization being so listed. 

In itself, the term Third Party can have 
many connotations. In this country the call- 
in of a Third Party to meet emergencies or 
to aid in settling problems or disputes has 
long been an established custom. When 
needed, our courts and churches play use- 
ful Third Party roles. In our area “barn- 
building” is a beautiful example of Third 
Party aid in a time of distress, as were our 
volunteer firemen and our vigilante. These 
were helpful agents coming to the aid of 
their fellow man. In medicine, as in other 
fields, Third Parties have grown up to 
meet needs. Men of Medicine can take pride 
in having recognized the need for public 
health service, school programs and hospi- 
tal facilities, and to these men are due for- 
ever the gratitude of mankind not only for 
recognizing these needs, but for furnishing 
leadership in meeting the needs sometimes 
to the extent of loss of life. It would be dif- 
ficult, if not impossible, to name a health 
agency that was not created through medi- 
cal leadership or that does not fill a need of 
the outerman. 

In the quest for better health and peace 
of mind for our people no one denies the 
need medicine has for Third Party help. 
However, few recognize or admit the ur- 
gent need Third Parties have for help and 
leadership from medicine. Medicine is not 
critical of the existence of Third Parties. 
It is only when these agencies or organiza- 
tions go beyond their prerogative and de- 
stroy treasured ideals of doctor-patient re- 
lationships that medicine fights to protect 
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this relationship which answers the inner- 
man’s need for security, confidence and 
trust that bring him peace of mind. 


One of the present problems hinges 
around a misunderstanding of the meaning 
of words or the use of words. It is unfor- 
tunate that the term Third Party has lost 
its original association with the word help 
and is now associated with the words inter- 
ference and encroachment. The same un- 
fortunate development brought the word 
politician to ill repute. Originally the word 
meant a polite person, a statesman, one 
versed or experienced in the science of gov- 
ernment, but due to abuse it became asso- 
ciated with schemer or intriguer. This un- 
fortunate development has served to keep 
capable leaders and statesmen out of gov- 
ernment, and signs can be seen of a similar 
development in the Third Party situation 
in medicine. The abuses carried by the term 
are too great to warrant attempting to 
furnish the leadership needed within the 
Third Party programs. 

Medicine today is trapped between its 
ideals of doctor-patient relationship, need 
for a health program for all, the problem 
of financing, and above all the urgency for 
leadership to meet the trends that have 
created Third Party problems in an Ameri- 
ca changing from small towns and farms 
to urbanized areas with a bewildered socie- 
ty. As these changes have taken place, the 
Third Parties have grown up through medi- 
cine’s effort to meet needs. In many in- 
stances they have gone beyond this goal to 
the detriment of all. Whatever the cause 
and whether the changes be good or bad, 
they have occurred and medicine must fur- 
nish the leadership to control or eliminate 
the bad and to use the good. If medicine 
takes this leadership in an effort to save 
for America a proud and dedicated pro- 
fession, in some areas we shall be con- 
fronted with the necessity of an occasional 
change of mind and a rearrangement of 
prejudices. There will be occasions when 
we cannot solve tomorrow’s problems with 
yesterday’s ideas. We shall have to disci- 
pline ourselves and learn to deal with the 
idealists and to cope with those less well 
motivated. We shall need to become astute 
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politicians and statesmen. We shall have to 
learn the art of compromise without losing 
the sight of our goal. The major efforts 
should be toward a positive, constructive 
contribution closely in league with the fu- 
ture. In our struggle we must use the power 
of persuasion to preserve the proper rela- 
tionship with each other and with the 
public. 

LENOX D. BAKER, M.D. 


BULLETIN BOARD 


COMING MEETINGS 


North Carolina Society for Crippled Children and 
Adults, Twenty-third Annual Meeting—Hotel Sher- 
aton, High Point, November 7 and 8. 

Southern Medical Association, Fifty-second An- 
nual Meeting—New Orleans, November 3-6, 1958. 

A.M.A. Civil Defense Conference—Morrison Ho- 
tel, Chicago, November 8 and 9. 

Interstate Postgraduate Medical Association, 
Forty-third Annual Scientific Assembly—Cleve- 
land, Ohio, November 10-11. 

International College of Surgeons, Mid-Atlantic 
Regional Meeting—The Homestead, Hot Springs, 
Virginia, November 16-18. 

National Conference on Air Pollution—Sheraton- 
Park Hotel, Washington, D.C., November 18-20. 

International Colloquium on _ Resistant Infec- 
tions—Hotel Plaza, New York City, November 
20-21. 

American College of Surgeons, Sectional Meet- 
ing—Charleston, South Carolina, January 19-21, 
1959. 

Atlanta Graduate Medical Assembly, Annua! 
Meeting—Atlanta Biltmore Hotel, February 16-18, 
1959. 


SCHEDULE OF SECTION CHAIRMEN 
1958-59 


Attention is called to the schedule of Section 
Chairmen for 1958-1959, which appears on page 
VII of this issue. Members of the State Society 
who are interested in submitting papers for pre- 
sentation at the May meeting are invited to com- 
municate with the chairmen. 


NEW MEMBERS OF THE STATE SOCIETY 


The following new members joined the Medical 
Society of the State of North Carolina during the 
month of September. 


Dr. James Gordon Boyes, Jr., 1013 Rankin 
Street, Wilmington; Dr. Luther Thomas Penning- 
ton, Jr., 106 East Northwood, Greensboro; Dr. 
Glenn Steen Rasmussen, Duplin General Hospital, 
Kenansville; Dr. Lester Earl Watts, Faison; Dr. 
Thomas Edward Simpson, Post Office Box 327, 
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Walnut Cove; Dr. Walter Edward Deyton, Gran- 
ite Quarry. 

Dr. Jack Alfred Thurmond, 1012 Kings Drive, 
Charlotte; Dr. Charles Francis Finley, Fontana 
Village; Dr. Lawrence Stickney Van _ Blaricom, 
Naples; Dr. Earl Lester Shook, Jr., 309 Doctors 
Building, Asheville; Dr. Charles Kenneth Phillips, 
Hendersonville Road, Route 8, Skyland; Dr. Jo- 
seph Franklin Hamilton, Jr., 103 Tacoma Circle, 
Asheville. 


NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 

Isolation of a single substance which appears to 
result in the death of cancer cells but not of others 
has been achieved by a Duke University research 
team headed by Dr. Edward C. Horn, a zoologist. 

If such a result has been accomplished before 
now, the team doesn’t know it. “To our knowledge, 
we know of no other instance where a single sub- 
stance isolated from a cancer cell has proven to be 
capable of stimulating the production of antibodies 
which would kill that cell,” Dr. Horn pointed out. 

The zoologist does not venture a guess as to 
what possible application the accomplishment 
might have in the treatment of human cancer. 
“We're after the underlying principles involved in 
this effect, rather than the obviously clinical ap- 
plications,” he explained. 

Dr. Horn will present a brief report on the re- 
search findings before members of the American 
Association for the Advancement of Science during 
their annual meeting in Washington, D.C., in De- 
cember. 

The U. S. Public Health Service has awarded 
Duke University an additional $16,125 grant for 
further research involving new compounds which 
eventually may be used in the treatment of human 
cardiac diseases. 

Dr. Charles K. Bradsher, chemistry professor, is 
principal investigator on the three-year-old project 
for which a total of some $53,625 has been made 
available thus far by the National Institutes of 
Health, USPHS. 

The Duke University Medical Center was host 
to some 90 physicians from over the United States, 
October 13-17, for a special postgraduate course 
arranged by the American College of Physicians. 
Subject of the course was “The Physiological Ba- 
sis of Internal Medicine.” Directing the study 
were Dr. Eugene A. Stead Jr., chairman of the 
Duke Medical Center’s Department of Medicine, 
and Dr. Elbert L. Persons, professor of medicine 
at Duke and governor of the American College of 
Physicians’ North Carolina Region. 

Purpose of this and similar courses arranged by 
the ACP is to provide refresher work for practic- 
ing physicians and to assist doctors who are pre- 
paring for certification by the American Board of 
Internal Medicine. 


* * 
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Two Duke University medical faculty members 
have been named department chairmen for the 
new Medical Center of the University of Kentucky. 

Dr. George W. Schwert Jr., Duke professor of 
biochemistry, will head the biochemistry depart- 
ment at Kentucky. Dr. William H. Knisely, as- 
sociate professor of anatomy and assistant pro- 
fessor of medicine at Duke, will be chairman of 
the Kentucky anatomy department. 

Both appointments are effective next July. Drs. 
Knisely and Schwert will remain at Duke and 
serve the University of Kentucky on a consulting 
basis until that time. Located in Lexington, Ky., 
the new medical center is still in early stages of 
construction. The first class is schedu'ed to b> ad- 
mitted to the four-year medical school there in 
September, 1960. 


NEWS NOTES FROM THE UNIVERSITY OF 

NORTH CAROLINA SCHOOL OF MEDICINE 

North Carolina Memorial Hospital at the Uni- 
versity of North Carolina observed its sixth anni- 
versary on Tuesday, September 2. The hospital 
was opened to receive patients on September 2, 
1952. On the day the hospital opened 78 beds were 
available for patient care and the hospital staff 
numbered 215 persons. Today the hospital has a 
capacity for 350 patients and the staff has grown 
from 215 to 957. 

Last year on the fifth aniversary of the hospital 
opening, a plaque was unveiled carrying the 
names of 168 persons who had continuously served 
the hospital and the University of North Carolina 
School of Medicine for five years. An additional 
100 names were added to the plaque this year. 

Since the hospital opened six years ago, 283 
physicians have graduated from the School of 
Medicine. These men and women received their 
clinical training at the hospital; 411 doctors re- 
ceived their intern or resident training here. 

A total of 209 students of the UNC School of 
Nursing have been educated at Memorial Hospital. 
As of July 1, 1958, 74,393 patients have been ad- 
mitted, representing each of the 100 counties of 
the state. 

* 

An announcement was received recently of a 
grant of $186,300 from the Institute of Allergy 
and Infectious Diseases of the National Insti- 
tutes of Health. This will support, over a five- 
year period, an expanded program of study in 
microbiology and the related clinical fields of 
allergy and infectious disease. 

Dr. William J. Cromartie, associate professor 
of medicine and bacteriology, is the director of the 
program, which will provide postdoctoral fellow- 
ships and full-time residencies for students wish- 
ing to specialize in these fields. 

The faculty who will participate in the program 
in addition to Dr. Cromartie include Dr. D. A. 
MacPherson, chairman of the Department of 
Bacteriology; Dr. Edward C. Curnen, chairman 
of the Department of Pediatrics; and Dr. Charles 
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H. Burnett, chairman of the Department of Medi- 
cine. 

Other members of the medical teaching and re- 
search team will include Dr. D. Gordon Sharp, 
biophysics; Dr. John H. Arnold, pediatrics and in- 
fectious diseases; Dr. George Philip Manire, virol- 
ogy; Dr. John K. Spitznagel, host-parasite rela- 
tions; Dr. Janet Jordan Fischer, infectious dis- 
eases; Dr. John H. Schwab, immunology; and Dr. 
George K. Summer, protein metabolism. 

Dr. Robert A. Ross, chairman of the Depart- 
ment of Obstetrics and Gynecology, is the new 
president-elect of the American Association of Ob- 
stetricians and Gynecologists. 

Dr. Ross was elected last week at the Associa- 
tion’s sixty-ninth annual meeting in Hot Springs, 
Virginia. In June, he was elected vice president 
of the American Gynecological Society. 

* * 

Grants totaling $107,360 recently have been 
made to the Department of Pediatrics by the U. S. 
Public Health Service and the Easter Seal Re- 
search Foundation of the National Society for 
Crippled Children and Adults. 

The U. S. Public Health Service made a grant 
of $49,745 to Dr. Edward C. Curnen, Jr., pro- 
fessor and chairman of the Department of Pedi- 
atrics, for a three-year study of “The Role of 
Viruses in Aseptic Meningitis’; and an annual 
grant of $13,800 to Dr. Judson J. Van Wyk, assis- 
tant professor of pediatrics, for a three-year study 
of “The Role of Endocrine Secretions in Child- 
hood.” The latter is a continuation of a research 
project that is already under way. 

The Easter Seal Research Foundation granted 
Dr. Mary Arnold, instructor in pediatrics, a total 
of $16,215 for a three-year research project deal- 
ing with “The Role of the Parathyroid Hormone 
in Metabolic Bone Disease.” Dr. Arnold will be 
working on the development of a new biologic 
method for parathyroid hormone assay. 

* 

E. Wayne White, graduate of UNC and a na- 
tive of Bynum, Chatham County, has been named 
assistant in Continuation Education at the Uni- 
versity of North Carolina School of Medicine. 

Working under the supervision of Dr. William 
P. Richardson, assistant dean in charge of Con- 
tinuation Education, White will administer the 
postgraduate medical programs staged by the 
School of Medicine for practicing physicians 
throughout the state, in cooperation with local 
medical societies. He also will assist with post- 
graduate medical courses held at the School of 
Medicine. 

White succeeds David H. Prince, who resigned 
from this position to become associate professor 
of education at Wofford College in Spartanburg, 
South Carolina. 


* 


The promotion of three faculty members of the 
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Department of Surgery has been announced by 
Chancellor William B. Aycock. 

Dr. Gordon S. Dugger and Dr. Kenneth Sugioka 
were promoted from assistant professors to as- 
sociate professors. Dr. Erle E. Peacock, Jr. was 
promoted from instructor to assistant professor. 

* 


Dr. Gordon Sharp, professor of biophysics in the 
Department of Bacteriology, attended the fourth 
International Congress of Electron Microscopy in 
West Berlin, Germany, recently. 

The meeting was held September 10-17 under 
the auspices of the German Society for Electron 
Microscopy. Dr. Sharp served as symposium chair- 
man for a discussion on “Quantitative Virology.” 
He also delivered a paper on “Problems in Virus 
Counting.” 

Dr. K. M. Brinkhous, professor of pathology, 
opened a week-long symposium at the Interna- 
tional Congress of Biochemistry in Vienna, Aus- 
tria, on September 1, with a lecture on “Some Bio- 
chemical Aspects of the Antihemophilic Factor.” 
Dr. Robert H. Wagner, assistant professor of 
pathological chemistry, was a co-author of the 
speaker. Dr. Brinkhous also acted as chairman of 
the Symposium on Hemophilia at the International 
Congress of Hematology held in Rome, Italy, on 
September 19. 

Dr. John B. Graham, professor of pathology, 
addressed the International Association of Blood 
Banks in Rome, Italy, September 3-7, 1958, on the 
topic “Effects on the Clotting Factor, PTC, of 
Collection and Storage Under Routine Blood Bank 
Conditions.” Dr. Graham also addressed the In- 
ternational Congress of Hematology and was a 
participant in the symposium on hemophilia. His 
topics for the Rome meetings were “The Charac- 
teristics of the Carrier State in PTC-deficiency 
(Christmas Disease),” “Stuart Clotting Defect: 
An Acquired Case with Complete Recovery,” and 
“Establishment of the Inheritance of Hageman 
Trait as an Autosomal Recessive Trait.” 

* 

Dr. Carl E. Anderson attended the Fourth In- 
ternational Congress of Biochemistry at Vienna, 
Austria, September 1-6, to present a paper en- 
titled, “The Metabolism of Plasmalogens.” 

* 

Dr. Ralph Penniall has joined the staff of the 
Department of Biochemistry as assistant professor 
of biochemistry and advanced research fellow of 
the American Heart Association. Dr. Penniall re- 
ceived the Ph.D. degree from the University of 
Iowa in 1953. He has been assistant professor of 
biochemistry at Baylor University College of 


Medicine and National Science Foundation re- 
search fellow at the Enzyme Institute of the Uni- 
versity of Wisconsin. Dr. Penniall’s research is 
concerned with a study of the adenosine triphos- 
phatases of the mitochondria of heart muscle and 


October, 1958 


with an investigation of the effects of salicylates 
upon oxidative phosphorylation in brain. 
* 
Dr. Claude McClure has been awarded a special 
traineeship by the National Institute of Neurolo- 
gical Diseases and Blindness. His research in the 
Department of Biochemistry, will involve a study 
of the isolation and biosynthesis of the histones 
of normal tissues and tumors. 
* 
Dr. Fred E. Bell has been appointed instructor 
in biochemistry of the School of Medicine. Dr. Bell 
has been instructor in biochemistry at the Uni- 
versity of Virginia School of Medicine and re- 
search fellow in the Huntington Laboratory of the 
Massachusetts General Hospital. His research is 
concerned with a study of the mechanisms of 
amino acid activation and protein biosynthesis. 
* * 
Dr. Edward C. Curnen, chairman of the Depart- 
ment of Pediatrics, represented the American 
Academy of Pediatrics and the American Pedi- 
atrics and the American Pediatric Society at a 
national conference on hospital-acquired staphylo- 
cocecal disease at Atlanta, Georgia. This confer- 
ence was called by the Surgeon General of the 
United States Public Health Service Communica- 
ble Disease Center, and the National Academy of 
Science and the National Research Council. 
* 
Dr. Sidney S. Chipman of the Department of 
Pediatrics attended a meeting of the national con- 
sultants to the United States Air Force held in 
Washington, D.C., on September 3 and 4. Dr. 
Chipman presented a paper on “Advances in Pedi- 
atrics and their Significance to the United States 
Air Force.” 
ok 
Dr. George C. Ham, professor and chairman of 
the Department of Psychiatry, was a faculty mem- 
ber at the tenth annual Postgraduate Assembly 
of the Endocrine Society held at the State Uni- 
versity of New York Upstate Medical Center in 
Syracuse September 29-October 3. The theme of 
the assembly was “Endocrinology and Metabolism.” 
Dr. Ham participated in the panel which dealt 
with the psychologic aspects of the endocrine pa- 
tient, and also in the discussion of disorders of 


the thyroid gland. 


NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE 

Fifty-four freshmen enrolled during a three-day 
orientation program September 18-20. The fresh- 
men were chosen from 861 applicants. They come 
from 14 states and three foreign countries. 
Twenty-seven colleges or universities are repre- 
sented. Thirty-four are residents of North Caro- 
lina. Their overall scholastic average at the time 
of acceptance was 2.15 (B plus). 

* * 

Bowman Gray is cooperating with the Winston- 

Salem City Schools Vocational Education Depart- 
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ment in offering a course in medical electronics. 
The course is designed for persons in the medical 
field who are interested in electronics and its ap- 
plication to medicine. The study will include elec- 
tronic fundamentals and the use of specialized 
electronic medical equipment. J. H. Artesani, a 
Winston-Salem engineer, is the instructor. 

Seven members of the faculty participated on 
the program of the Ninth Annual Heart Sym- 
posium of the Forsyth Heart Society on October 
3. They were Drs. Robert Cordell, A. J. Crutch- 
field, Harold Green, Frank Johnston, Emery 
Miller, Richard Myers, and Merrill Spencer. Dr. 
George T. Harrell, former professor and director 
of the Department of Internal Medicine and now 
dean of the University of Florida School of Medi- 
cine, was guest speaker. 

* 

A postgraduate course on “Emergency Diagnosis 
and Treatment” will be offered November 14 and 
15. Credit of 9% hours has been approved for 
Category I by the North Carolina Academy of 
General Practice. The session is designed to cover 
the more common medical and surgical emergen- 
cies encountered in general practice, with empha- 
sis on immediate management. Instructors will be 
Drs. William H. Boyce, Howard H. Bradshaw, 
David Cayer, Courtland H. Davis, John H. Felts, 
Donald M. Hayes, Robert L. McMillan, Emery 
Miller, Robert W. Prichard, Richard C. Proctor, 
M. Frank Sohmer, Henry L. Valk, and C. James 
Walton Jr. 

* * * 

Bowman Gray’s new $2,000,000-plus addition is 
nearing completion. The new space will more than 
double the size of the present building. The new 
building is expected to be ready for occupancy by 
December 1. Construction is continuing on a vi- 
varium to permit expansion of animal quarters 
and experimental medicine. This section is ex- 
pected to be ready by spring. Approximately 66 
per cent of the new space will be devoted to re- 
search programs. Also the library will be greatly 
expanded. The addition is Bowman Gray’s first 
new building since the school moved to Winston- 
Salem in 1941. 

* * 

Dr. Harold D. Green, professor of physiology 
and pharmacology, is serving on the Postdoctoral 
Fellowship Committee of the National Science 
Foundation. 

* * 

Dr. Wingate M. Johnson, professor of clinical 
internal medicine, has been appointed to the Gov- 
ernor’s Coordinating Committee on Aging. He is 
also a member of the Committee on Aging of the 


American Medical Association. 


Dr. Edward V. Spudes, a fellow in neurology at 
Mayo Clinic since 1955, has joined the faculty as 
an instructor in neurology. He received his M.D. 
degree from the University of Maryland School of 
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Medicine in 1953. He interned at the Detroit Re- 
ceiving Hospital, Detroit, Michigan, and served as 
assistant residency in medicine at Dearborn Vet- 
erans Hospital, Dearborn, Michigan. He is a na- 
tive of Kykesville, Maryland. 

a 

Bowman Gray had three exhibits among the 60 
at the Clinical Congress of the American College 
of Surgeons October 5-10 at Chicago. They were: 
“Double Contrast Angiocardiography,” by Dr. 
Frank Johnston, assistant professor of surgery; 
Dr. Jesse Meredith, fellow in surgery, and Dr. 
James F. Martin, associate professor of radiology, 
demonstrating a new experimental method for the 
location of heart lesions. “Hypothermia in Surgery 
of Intracranial Aneurysms,” by the section on 
neurosurgery, demonstrating the use of ice in re- 
ducing the rate of metabolism. And “Composition 
and Structure of Calciferous Urinary Calculi,”’ 
by Dr. Fred Garvey, professor of urology; Dr. 
William Boyce, assistant professor of urology, and 
Dr. Stanley King, research associate in urology. 
This latter exhibit was awarded first place at the 
Southeastern Section of the American Urological 
Association at New Orleans in April. All of the 
exhibits were prepared by Mr. George Lynch, as- 
sistant professor of medical illustration. 

- 

Recently received research grants include: 

Dr. Glenn Watson, instructor in microbiology, 
$600, Fluid Research Fund, “Pilot Experiments for 
the Production of Rheumatic Fever in Rabbits 
with Parallel Serologic and Histologic Studies.” 

Dr. C. Glenn Sawyer, $500, Forsyth Heart As- 
sociation, “Dyedilution Studies,” and Cleveland 
County Heart Association, $250, general purpose 
grant. 

Dr. J. Maxwell Little, professor of pharmacol- 
ogy and associate professor of physiology, $1,000, 
Forsyth Heart Association, “Study of the Inter- 
action Sertonin and Catechol Amines on the Ac- 
tivity of the Heart Muscles.” 

Dr. Richard L. Burt, associate professor of ob- 
stetrics and gynecology, $800, Smith, Kline and 
French Laboratories, general grant to department 
for study of Dimorlin. 

Dr. David Cayer, professor of internal medicine, 
$5,000, Mead Johnson Company, and $5,000 J. W. 
and A. H. Hanes Foundation, gastroenterology 
research funds. 

Dr. Howard H. Bradshaw, professor of surgery, 
and Dr. LeRoy Crandell, assistant professor of 
anesthesiology, $500, Forsyth Heart Association, 
“The Effect of Anesthetic Agents on the Pulmon- 
ary Circulation.” 

Dr. Howard H. Bradshaw, $500, Public Health 
Service, “Laboratory Investigation of Pulmonary 
Hypertension.” 

* 
Dr. Frederik B. Bang, professor of pathobiology 
and parasitology at the Johns Hopkins Univer- 
sity School of Medicine, spoke under the auspices 
of the Bowman Gray Medical Society and Sigma 
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XI Club at Baptist Hospital on October 6. His 
topic was “Morphological and Physiological Ef- 
fects of Viruses on Animal Cells.” 


ROBESON COUNTY MEDICAL SOCIETY 


Doctors Install Two-Way Radio System 

The doctors of the Robeson County Medical 
Society have installed a two-way radio system for 
countywide coverage, with the base station at the 
Robeson County Memorial Hospital in Lumberton. 
Participating in the system are 28 doctors in the 
county, the sheriff’s department, and five ambu- 
lances. Ninety-five per cent of the active hospital 
staff have installed radios. 

The base station operates with a power of 25 
watts, on a frequency of 159.51 kilocycles. Coverage 
extends for a radius of 35 to 55 miles. 

This is the first time that the Federal Communi- 
cations Commission has authorized a blanket license 
to a group of doctors and a hospital for such a 
system and, so far as the doctors can determine 
from their lawyers and the FCC, the first example 
of such a system in this part of the country. 


EDGECOMBE-NASH MEDICAL SOCIETY 


Dr. J. Ralph Dunn of Tarboro was speaker at the 
October meeting of the Edgecombe-Nash Medical 
Society. His subject was “Advances in Vascular 
Surgery.” 

Speaker for the September meeting of the 
society was Dr. William Alexander of the Eastern 
North Carolina Tuberculosis Hospital in Wilson, 
who discussed the treatment of lung cancer. 

The society will meet with the Fourth District 
Medical Society at its next meeting to be held on 
November 18. 


NEW NOTEs 


Dr. James Vance Sharp has announced the open- 
ing of his office for the practice of general and 
thoracic surgery at 304 South Main Street in 
Reidsville. 

Dr. Gwen Roberts Sharp has opened her office 
for the private practice of anesthesiology at 304 
South Main Street in Reidsville. 


SOUTHERN MEDICAL ASSOCIATION 


Formal opening of the $250,000 home of the 
Southern Medical Association was held in Birming- 
ham on September 7. 

Distinguished guests representing the medical 
profession, local and state officials, and lay and 
Auxiliary leaders were among those present. 

The new home office building is a_split-level 
structure fronting on Highland Avenue at 26th 
Street, South. In addition to providing a meeting 
place and business center, a library-conference 
room, Woman’s Auxiliary headquarters and other 
areas, it contains space for the monthly Southern 
Medical Journal. 
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AMERICAN HEARING SOCIETY 


Early discovery of hearing loss through audio- 
metric testing is the heart of school hearing con- 
servation programs described by Hayes A. Newby, 
Ph.D. of Stanford University, in a 12-page article 
in the September issue of HEARING NEWS, 
American Hearing Society publication. 

Incidence of hearing loss is estimated at from 
5 to 10 per cent of the school population. Of that 
number many will respond to medica] treatment, 
while only about 1 per cent of the children will 
have hearing loss of a handicapping nature. 

Reprints of “School Hearing Conservation Pro- 
grams” are available at 35 cents a copy. Write: 
American Hearing Society, 1800 H St., N.W. Wash- 
ington 6, D. C. 


THE NATIONAL FOUNDATION 


While the Salk vaccine has saved thou:and; of 
Americans from crippling in the past three years, 
thousands of others have escaped paying the toll of 
paralytic polio only through sheer luck, according 
to the 1957 Annual Report issued recently by the 
National Foundation. 

The report shows that from an annual average 
of 38,727 cases of paralytic polio in the five years 
preceding the Salk vaccine, there was a decline to 
28,985 cases in 1955, to 15,140 in 1956 and to 5,894 
in 1957. 

During the same three-year period 62,500,000 
Americans were inoculated with one or more shots 
of Salk vaccine. This left 48,500,000 persons under 
40 years old who still had received no vaccine by 
the end of 1957, or two out of every five of those 
in the susceptible age group. (Latest firvres a3 of 
August 1, 1958, show 66,900,000 with one or more 
injections and 44,100,000 with none at all.) 


INTERNATIONAL COLLEGE OF SURGEONS 


The United States Section, Internationa] College 
of Surgeons, will hold its Mid-Atlantic Regional 
Meeting at the Homestead, Hot Springs, Virginia, 
November 17-18. 

The scientific program will consist of 10 papers. 
two panels and a sound movie in color. These will 
cover a wide range of subjects, with speakers from 
all parts of the country. A banquet will be given 
on the evening of the first day. z 

Further information may be had by writing to 
Dr. Elbyrne G. Gill, 711 Jefferson Street South, 
Roanoke 13, Virginia. 


PAN AMERICAN SANITARY BUREAU 


A report that makes medical history was pre- 
sented to delegates of the XV Pan American 
Sanitary Conference meeting September 21 through 
October 6 in San Juan, Puerto Rico. 

Much cf the data compiled for’ the first time in 
this “Summary of Four-Year Reports on Health 
Conditions in the Americas,” gives a wealth of in- 
formation never before available in one book. It 


| 
| 
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shows that many killing and disabling diseases 
that have cursed the American Continent since the 
dawn of history, are now in retreat, and a number 
are actually “on the way out.” 

The report itself represents a big step forward. 
Its hundred and more pages of tables and accom- 
panying information and conclusions should prove 
invaluable to public health administrations in the 
Americas to tackle their health problems more 
effectually and to plan future programs. The de- 
tailed information made available by each country 
and territory will also aid international coopera- 
tion in this field. 


INTERNATIONAL COLLOQUIUM ON 
RESISTANT INFECTIONS 


A world-wide picture of the clinical problem of 
bacterial resistance and methods of dealing with it 
will be presented at the International Colloquium 
on Resistant Infections at the Plaza Hotel, New 
York City, on November 20 and 21. The conference 
is being sponsored jointly by the United States 
Committee, World Medical Association, and Eaton 
Laboratories, Norwich, New York. 

Particular emphasis will be placed on the control 
of staphylococcal infections in hospitals, a grave 
concern to physicians today. The role of drugs, 
both as contributors to the development of resis- 
tance and as a means of helping to solve the pro- 
blem, and the need for more rigid aseptic technics 
to control the spread of infectious organisms will 
be thoroughly discussed. 


U. S. DEPARTMENT OF HEALTH, EDUCATION, 
AND WELFARE 


A new edition of the booklet “Immunization In- 
formation for International Travel” was issued re- 
cently by the Public Health Service, Department 
of Health, Education, and Welfare. 

The booklet is designed primarily for use of 
travelers going abroad and for health departments 
and physicians. It gives current details on immuni- 
zation requirements for persons entering the 
United States, including Americans returning from 
abroad. It also lists requirements and recommenda- 
tions for immunization in 200 other countries, and 
in some cases, additional recommendations of the 
Public Health Service for American travelers. 

Prepared by the Division of Foreign Quarantine 
of the Public Hezlth Service, the booklet is for 
sale by the Superintendent of Documents, Govern- 
ment Printing Office, Washington 25, D. C., for 
30 cents. 

The number of people in the United States 
without ready access to general hospitals has drop- 
ped from 10 million to 2.8 million since 1948, the 
Public Health Service reported recently. Even in 
the most rural areas only a small] percentage of the 
population is now without nearby hospital facilities. 
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This and other evidences of progress in hospital 
planning and construction, as well as needs for 
other types of health facilities, are shown in a 
new publication, “The Nation’s Health Facilities— 
Ten Years of the Hill-Burton Hospital and Medical 
Facilities Program, 1946-1956,” issued recently by 
the Public Health Service. The report includes a 
summary of the program to January 1, 1958. 


The report reviews, as of July 1956, the status 
of each type of non-Federal health facility reported 
by the states in the plans approved under the 
hospital survey and construction program. It in- 
cludes new analytical data, particularly for general 
hospitals in metropolitan areas, general hospitals 
in the 375 hospital regions and psychiatric units 
in general hospitals. 


Issued as Public Health Service Publication No. 
616, it is for sale by the Superintendent of Docu- 
ments, Government Printing Office, Washington 25, 
D. C., for $1.25. 

a 

The National Institute of Mental Health is offer- 
ing grant support for a training program for 
general practitioners and other physicians engaged 
in the practice of medicine other than psychiatry. 
Funds are available during the current year (fiscal 
year 1959) for these grants and training institu- 
tions may submit applications at any time. 


The program has two purposes: 

I. To foster the development of postgraduate 
training in psychiatry for the practitioners who 
wish to increase their psychiatric knowledge and 
skills in order to be able to deal more effectively 
with the emotional aspects of illness generally and 
in order to play a more effective role in the treat- 
ment and prevention of mental illness. These 
courses will be designed for the physician who plans 
to continue practicing in his own field. 


Physicians interested in obtaining this type of 
training should apply to medical schools, hospitals, 
clinics, and medical or psychiatric societies which 
have, or are developing, such training opportunities. 


II. To provide support at an adequate level for 
psychiatric residency training for physicians in 
practice who wish to become psychiatrists. Train- 
ing stipends up to a maximum of $12,000 a year 
are available. The level of payment will be deter- 
mined by the training institutions who will also 
make the award to the individual physicians. The 
National Institute of Mental Health will make 
awards of grants for this purpose to training 
institutions and not to individuals. 


Physicians interested in support for this type of 
training should apply to training institutions which 
are approved for psychiatric residency training. 


Inquiries about the program should be sent to 
Dr. Seymour D. Vestermark, Chief, Training 


Branch, National Institute of Mental Health, Na- 
tional Institutes of Health, Bethesda 14, Maryland. 
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VETERANS ADMINISTRATION 

Spanish-American War veterans should not as- 
sume that Veterans Administration caf pay bills 
for their care in non-VA hospitals, the agency 
cautioned today. 

A substantial number of these veterans have 
entered private hospitals under the assumption 
that their care would be at VA expense and later 
have found they were not eligible for this benefit. 
Some Spanish-American War veterans apparently 
have confused their eligibility for VA outpatient 
care with eligibility for hospitalization. 

Disabilities of Spanish-American War veterans; 
are not automatically considered service-connected 
on application for hospital treatment as they are 
on application for VA outpatient care. 

The agency can pay non-VA hospital bills of 
veterans only under certain extremely limiting 
conditions. 

The veteran must require emergency hospital 
eare for a _ service-connected disability for which 
delay in treatment or travel to the nearest VA 
hospital would be extremely hazardous. 

Since few Spanish-American War veterans have 
disabilities that are service-connected for purposes 
of hospital treatment, the number eligible for care 
in non-VA hospitals at VA expense is exceedingly 
limited. 

* 

Spanish-American War veterans desiring out- 
patient care from private physicians at VA expense 
should notify the nearest Veterans Administration 
office immediately. 

For most veterans of this war, VA can pay for 
outpatient care from private physicians only when 
it has been authorized by the agency before the 
treatment is given. However, in emergency cases 
VA may issue an authorization for emergency 
treatment already given, when the agency is 
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notified by the veteran or his physician within 15 
days from the date treatment began. 

Appointment of Dr. Horace B. Cupp, director of 
the Veterans Administration area medical office in 
Atlanta, Georgia, as deputy for operations of VA 
hospitals, outpatient clinics, and homes has been 
announced by the agency. 

Dr. Cupp has served at the Mountain Home, 
Tennessee, VA center, as manager at the Durham, 
North Carolina, VA hospital, and the former 
Chemblee, Georgia, VA hospital, and as assistant 
branch medical director at the former VA branch 
office in Atlanta. 

ok * 

A large-scale study of the psychologic needs of 
tuberculosis patients and how they respond to 
treatment for the disease is underway at VA hos- 
pitals and the Los Angeles VA outpatient clinic, 
the agency said recently. 

Psychologists at the 19 participating hospitals 
and the clinic are using a battery of tests and 
rating sheets to evaluate the personality, attitudes 
toward hospitalization, response to treatment, and 
adjustment to life situations among TB patients 
who volunteered for the study. 


Smith Kline & French Chairman Honored 


Francis Boyer, chairman of the Board of Smith, 
Kline & French Laboratories, has been elected to 
a@ six-year term on the Harvard University Board 
of Overseers. 

Mr. Boyer, a member of the class of 1916, served 
from 1951 to 1957 as a member of the Overseers’ 
Committee to Visit Medical and Dental Schools of 
Harvard University. His election to the Board of 
Overseers was announced at the annual meeting 
of the Harvard Alumni Association in Boston. 
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Wm. S. Merrell Symposim on Aging 


Dr. G. Halsey Hunt, director of the Center 
for Aging Research, National Institutes of Health, 
Bethesda, Maryland, told future doctors of American 
that research in the field of aging is not to seek 
the fountain of youth. 


Dr. Hunt spoke at a symposium on the Peculia- 
rities of the Aged presented by The Wm. S. Mer- 
rell Company to the annual convention of the Stu- 
dent American Medical Association held recently 
in Chicago. 


Dr. Hunt said, “Research in this field should not 
be looked upon as a quest for the fountain of 
eternal youth, but rather as exploration into fas- 
cinating questions of fundamental biology.” 


Other experts on aging who participated in the 
Merrell symposium were: Drs. Clive McCay, pro- 
fessor of nutrition, Cornell University; Edward J. 
Stieglitz, Washington, D. C.; Earl J. Boehme, as- 
sistant professor of surgery, College of Medical 
Evangelists, Los Angeles; and Ewald Busse, pro- 
fessor of psychiatry, Duke University School of 
Medicine, Durham. 

The Wm. S. Merrell Company has pioneered in 
the field of aging research and each year presents 
a symposium of international experts to attempt 
to solve some of the problems of the aging and 
aged. 


Mead Johnson Introduces New Dietary Formula 


A new, complete formula product for the dietary 
management of phenylketonuria, a_ hereditary 
disease which causes mental retardation in children, 
has been developed in the Mead Johnson & Com- 
pany research laboratories. 

This new product, which is being introduced now, 
is called Lofenalac. It helps prevent the develop- 
ment of mental deficiency due to phenylketonuria 
by limiting the intake of the amino acid, phenyla- 
lanine, in the diet. 

Lofenalac is distinctive as an infant formula 
product in that it provides both a low phenylalanine 
content for control of the disease and also a 
balanced group of dietary nutrients needed for 
normal growth and development. Its protein com- 
ponent is a special casein hydrolysate from which 
most of the phenylalanine has been removed. 

As the demand for Lofenalac naturally will be 
limited, Mead Johnson has established centralized 
distribution depots in its distributors’ warehouses 
and advised retail druggists that it should be 
ordered from wholesalers on a demand-only basis 
to avoid overstocking. It will be dispensed on a 
physician’s prescription only. 

Lofenalac is supplied in powder form in 2% 
pound cans. It need only be mixed with water for 
use. Price per unit to the retailer is $9.38, with 
$12.50 the suggested list price to the consumer. 
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The Month in Washington 


When the Congress that is elected in No- 
vember goes to work next January 7 it will 
have before it a half dozen important 
health-medical issues that the last Congress 
took some interest in but didn’t resolve. 
They include hospitalization under social 
security, tax-deferment on annuities, loans 
and mortgage guarantees for hospitals and 
nursing homes, aid to medical schools and 
amendment of Veterans Administration’s 
hospitalization procedures. 

The issue of hospitalization under social 
security—the Forand bill principle—will 
come into the spotlight shortly after the 
new session starts. Under instructions 
from the House Ways and Means Commit- 
tee, the Department of Health, Education, 
and Welfare will complete a study on the 
problems of financing hospital! care for the 
aged before next February 1. Some study 
of medical costs may also be included. 


Decision to move ahead with a study of 
medical care costs for the aged was reached 
by the committee at the same time it ex- 
cluded the Forand idea from the social se- 
curity bill enacted during the summer. 
HEW was told to pay particular attention 
to the possibility of increasing OASI taxes, 
and with the money purchasing health in- 
surance (nonprofit or commercial) to take 
effect upon retirement or disability. This 
would differ from the Forand plan in that 
health care would be financed through in- 
surance, and not paid for directly by the 
Federal government. 

The Koegh bill to allow doctors and other 
self-employed to defer income taxes on 
money put into retirement funds passed 
the House with very little opposition, but 
encountered difficulty in the Senate. It was 
defeated there in the closing days, and un- 
der unusual circumstances. Policy com- 
mittees of both parties decided to oppose 
the bill as too costly, and the vote came in 
the course of a complicated legislative 
maneuver that could not be used as a test 
of whether individual Senators favored or 
opposed the bill itself. 

Koegh bill sponsors, however, are en- 
couraged that 32 Senators resisted official 
party instructions and stayed with the pen- 
sion plan. They are confident that next 
year under more favorable legislative cir- 
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cumstances the measures will clear the 
Senate. 

An effort was made late in the session 
to authorize grants to medical schools for 
building and equipping teaching as well as 
research facilities. The bill extending the 
research grants program also would have 
allowed use of the grants for “multi-pur- 
pose” structures (teaching and research) 
if emphasis were on research. For fear this 
change would hold up the simple extension 
bill, however, it was dropped off before the 
bill reached the House floor. Sponsors of 
aid to medical education will be back next 
year and campaign on this issue alone. 

Legislation for U. S. guarantee of nurs- 
ing home mortgages, strongly supported by 
the American Medical Association, fell by 
the wayside in the House during the clos- 
ing hours of the session, after having 
cleared the Senate with no trouble what- 
ever. This also will be pushed next year, 
and may have a better chance of passage 
because of the growing emphasis on need 
for solving the problems of the aged. 

Far too late for passage, Chairman Olin 
Teague’s House Veterans Affairs Commit- 
tee reported out a bill that would make a 
number of changes in VA hospitalization 
procedures, liberalizing some and tighten- 
ing up on others. The bill also would re- 
quire VA to open 5,000 beds over which 
Mr. Teague and VA Administrator Whit- 
tier have been squabbling for months, the 
latter maintaining that the beds aren’t 
needed. That issue still is unresolved, inas- 
much as the bill didn’t pass. 

Congress did roll out a sizable list of 
medical-health laws. It ordered the calling 
of a 1961 White House Conference on the 
Aging, gave Food and Drug Administra- 
tion authority to enforce its pre-testing 
standards on foods to which chemicals and 
other substances have been added, author- 
ized loans as well as grants under the Hill- 
Burton program, authorized grants for the 
country’s schools of public health and for 
civil defense purposes, raised military and 
VA physicians’ pay, and required labor and 
management health and welfare plans to 
make reports and open up their books for 
inspection by members. 

The American Medical Association was 
able to persuade the Department of Defense 
and the administration to retain the post 
of Assistant Secretary (health and medi- 
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cal) in the reorganization of the depart- 
ment. In legislation passed by Congress to 
bring about the reorganization, one of the 
assistant secretary posts would have been 
eliminated, and the medical assistant was 
marked for down-grading. However, Sec- 
retary McElroy eventually announced that 
the position would be continued. 

Even before Congress adjourned, it was 
clear that trouble was in sight for Medicare 
because of inadequate appropriations and 
instructions from Congress not to exceed 
the appropriation. To keep within the limi- 
tation, if possible, Defense Department was 
channelling many thousands of service 
families to military facilities, and at the 
same time limiting the scope of care per- 
mitted in civilian facilities. 

Internal Revenue Service has ruled that 
physicians on full-time staff basis with hos- 
pitals do not have to include in their U. S. 
income tax returns money received from 
patients, when the checks are endorsed over 


to the hospital. 


THE MOREREAD BILTMORE HOTEL 


Morehead City, North Carolina 


North Carolina’s newest and finest 
resort facility 


Ideal for family vacations and small 
meetings. 


Recreational facilities include a swim- 
ming pool, 9-hole putting green, 
archery. 


All guest rooms are air conditioned. 


Write, wire, or phone for reservations 
to Michael L. Taft, Manager 
Telephone PArk 6-5121 


“The Toast of the Coast’ 


* * 
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A highlight of a testimonial luncheon for 
Surgeon General Burney was the first pub- 
lic appearance of Dr. Gunnar Gundersen as 
new A.M.A. President. Dr. Gundersen 
praised Dr. Burney as a public health of- 
ficer and as a government official who did 
not lose contact with the private medical 
community. The affair was in recognition 
of Dr. Burney’s election as president of the 


World Health Assembly. 


* * * 


For the time being, neither doctors nor 
hospitals will have the exclusive radio fre- 
quencies they are attempting to obtain. 
They were temporarily turned down by tse 
Federal Communications Commission in 
one category, but will continue their efforts 
to obtain the frequencies for emergency as 
well as day-to-day communications. 


* * 


It was late in the session before Congress 
indicated it would continue the Hill-Burton 
program; legislation virtually certain of 
enactment would extend the operation for 
three years, and authorize long-term loans 


to non-profit sponsors who for religious or 
other reasons do not want federal grants. 


* * * 


The AFL-CIO appears to be the backbone 
of forces working for the Forand bill. La- 
bor’s spokesmen, however, have the back- 
ing of several welfare organizations (plus 
the Iilinois and Massachusetts welfare di- 
rectors), the American Nurses Association, 
and the Physicians Forum, among others. 
The latter group also informed the commit- 
tee that it favors compulsory social security 
coverage for physicians. 


* * * 


While avoiding “campaigning against 
smoking,” the U. S. Public Health Service 
is going to pass on to the public all the in- 
formation it has on the subject. Its most 
recent effort in this direction was release 
of a report, based on studies of 200,000 
veterans, that showed a much higher death 
rate for “cigarette only’ smokers. 


OFFICE FOR RENT; completely furnished. Es- 
tablished practice for Internist. P. O. Box 6524, 
Raleigh, N. C. 


THE MONTH IN WASHINGTON 


Iu Memoriam 


Seba L. Whitehead, M.D. 


Dr. Seba L. Whitehead, aged 62, died suddenly 
in Asheville, North Carolina, July 12, 1958, after 
a golf game, from an overwhelming coronary 
thrombosis. He had enjoyed excellent health, and 
his death was a distressing and a grievous shock 
to his friends and family. 

He was born May 17, 1896, in Scotland Neck, 
North Carolina, the son of Andrew and Lucy Doles 
Whitehead, and received his early education there. 
He received his A.B. and B.S. degrees from Wake 
Forest College, and was graduated from Jefferson 
Medical College in Philadelphia in 1921. He was 
an intern and later a resident physician at Metho- 
dist Episcopal Hospital. His first medical practice 
was in Lumberton, North Carolina from 1923 until 
1926. Then he took a postgraduate course in der- 
matology in New York City. He came to Asheville 
in 1927, and began the practice of his speciality 
which he continued until the time of his death. 

In college Dr. Whitehead was active in athletics 
and played baseball and football during his four 
years at Wake Forest. His outdoor interests con- 
tinued, and he played an excellent game of golf. 

His medical practice was limited to dermatology, 
and he achieved remarkable success in this field, 
drawing his patients from a wide area. He was a 
member of the Buncombe County and North Car- 
olina State Medical Societies and the American 
Medical Association. In his speciality, he was a 
member of the American Academy of Dermatology 
and the Southeastern Dermatological Association, 
taking an active part in these organizations. 

His staff appointments in dermatology were at 
Memorial Mission, St. Joseph’s, and Aston Park 
Hospitals. He was a member of Biltmore Forest 
Forest Country Club and a loyal Rotarian. 

His church membership was in the First Baptist 
Church, but lately he had attended Trinity Epis- 
copal Church. 

In 1931 he was married to Miss Charlotte Bar- 
ber of Asheville. No children were born of this 
marriage. He is survived by his widow, two sis- 
ters, Mrs. Elizabeth Lucas of Burgaw, Mrs. L. B. 
McDaniel of Tarboro, and one brother, J. O. 
Whitehead of Scotland Neck. 

Dr. Whitehead was a man of warm and friend- 
ly disposition, with an even temperament. He had 
a great capacity for making friends and will be 
greatly missed by his colleagues, friends and pa- 
tients. 

Be it resolved that the report of this committee 
be adopted and entered into the records of the 
Buncombe County Medical Scciety and that a copy 
be sent to his family, the North Carolina State 
Medical Society, and the American Medical Asso- 
ciation. 

G. Farrar Parker, M.D. 
R. Alexander White, M.D. 
William S. Justice, M.D. 
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Henderson Irwin, M.D. 


The Fourth District Medical Society of the State 
of North Carolina meeting in Wilson, North Caro- 
lina on September 10, 1958, unanimously adopted 
the following resolution: 


WHEREAS, Dr. Henderson Irwin of Eureka, 
North Carolina, passed away on July 19, 1958, in 
Wilson, North Carolina, and 


WHEREAS, Dr. Irwin was a faithful member and 
past president of the Fourth District Medical So- 
ciety, and 


WHEREAS, Dr. Irwin was universally held in 
high esteem both by his colleagues in the medical 
profession and by his great host of friends and 
patients outside the profession, and 


WHEREAS, it is the feeling of this Society that 
formal recognition should be taken of the passing 
of such a Christian and stalwart physician, 


Therefore, it is resolved, that the biographical 
sketch of Dr. Irwin be spread upon the official 
minutes of this Society and that a copy of this 
resolution and biographical sketch be forwarded 
to his family, to the NORTH CAROLINA MEDICAL 
JOURNAL, and to the Wilson and Goldsboro news- 
papers. 


Dr. Henderson Irwin was born June 13, 1884, in 
Mecklenburg County, North Carolina, the son of 
John Robinson Irwin, M.D., and Margaret Hen- 
derson Irwin. 


He attended public school in Charlotte, North 
Carolina, and was graduated from Davidson Col- 
lege in 1906. He then attended the University of 
Virginia for postgraduate work, and was gradu- 
ated from the University of Maryland School of 
Medicine, receiving his M.D. degree in 1911. After 
graduation he worked as a resident in surgery at 
the University Hospital in Baltimore. It is a mat- 
ter of record that Dr. Irwin at this stage of his 
career showed great surgical promise and received 
offers to join senior surgeons in private practice 
in Baltimore or to return to partnership with his 
father in Charlotte, but Dr. Irwin’s desire was to 
be a country doctor and practice in a rural com- 
munity. He, therefore, chose to go to Eureka in 
Wayne County, North Carolina, and arrived there 
in 1913 just in time to find a severe smallpox epi- 
demic and a minor epidemic of typhoid and hook- 
worm rampant. He immediately organized a 
health clinic to aid in combatting these epidemics. 


Dr. Irwin served two terms as president of the 
Wayne County Medical Society and two terms as 
president of the Fourth District Medical Society. 
He also served as vice president of the Medical 
Society of the State of North Carolina. In 1949 he 
was elected vice president of the North Carolina 
Academy of General Practice and in 1950 was 
nominated by the Wayne County Medical Society 
and other Wayne County civic groups as _ the 
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“General Practitioner of the Year.” At the time of 
his death and for several years prior to it Dr. Ir- 
win served as district counselor for the Fourth 
District. 

In addition to his busy practice and medical so- 
ciety activities, Dr. Irwin was also very energetic 
in civic work, particularly on behalf of the Eureka 
School. He was instrumental in getting a high 
school for Eureka and served on the Eureka 
School Board for 39 years, of which he was chair- 
man for 33. He was also instrumental in organ- 
izing the Wayne County Medical Society, the 
Wayne County Board of Health, and the county 
library. He was a member of the First Presby- 
terian Church of Goldsboro. 

Dr. Henderson Irwin’s name is synonymous 
with the very best in the so-called “Country 
Doctor.” He did not gain great fortune in material 
things, but he was rich beyond compare in the 
love, gratitude, and affection of the people of Eu- 
reka and the surrounding community. 

Dr. Irwin is survived by his widow, the former 
Eloise Farrior, whom he met when she came to 
Eureka as a school teacher, and by one child, Nan- 
cy Irwin Williams of Mt. Olive, North Carolina. 


Thomas Ruffin Huffines, M.D. 


Dr. Thomas Ruffiin Huffines died at his home on 
Hill Top Road, Biltmore Forest, May 24, 1958, of 
coronary thrombosis. He had been ill for several 
months. 

Dr. Huffines was born January 10, 1894, in 
Rocky Mount, North Carolina. His parents, 
Thomas R. and Leila Field Huffines, moved to 
Bedford, Indiana, during his early childhood. He 
attended the public schools of Bedford and re- 
ceived his A.B. and B.S. degrees from DePauw 
University, and his M.D. degree from Indiana 
University in 1919. 

Dr. Huffines received his early training in 
urology at the Methodist Hospital in Indianapolis, 
Indiana, and the Wishard Clinic in that city. He 
later held a fellowship at Indiana University 
Medical School, where he was preceptor in urology. 

Dr. Huffines served as a first lieutenant in the 
Army during World War I. He later served with 
the Navy Reserve. 

He came to Asheville, North Carolina, in 1923, 
and was associated with Dr. Wilmer Grantham for 
about three years in the practice of urology. He 
then established his own offices and continued to 
practice his speciality. 

In 1946 he took Dr. George G. Gilbert as a full- 
time partner, and later Dr. J. Desmond Coughlin. 
This partnership existed at the time of his death. 

Dr. Huffines’ accomplishments in the field of 
urology were outstanding both in investigative and 
clinical work. His greatest contribution was in the 
branch of tuberculosis of the genitourinary tract, 
and created national interest. His opportunities in 
this study were enhanced by his being chief con- 
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sultant in urology at U. S. Veterans Hospital at 
Oteen, and W. N. C. Sanitarium. 

He was head of the urological department of 
Asheville Mission Hospital for many years, and 
served as chief of staff for two years. He was also 
an active member of the staffs at St. Joseph’s and 
Aston Park Hospitals. He was a member of the 
Buncombe County Medical Society, the North Car- 
olina State Medical Society, Southern Medical As- 
sociation, and the American Medical Association. 

He was a fellow of the American College of 
Surgeons, a member of the American Urological 
Association, Southern Urological Association, the 
Academy of International Medicine, Pan-American 
Urological Association, and was certified by the 
American Board of Urology. 

His outside interests were photography and 
fishing. In recent years he was a devout membcr 
of St. Mary’s Episcopal Church, and became a 
prominent figure in its activities. 

Dr. Huffines was devoted to his profession and 
achieved fame in his speciality at home and 
abroad. He was loved and respected by his col- 
leagues, patients, and friends. His place in the 
community will be difficult to fill. 

Therefore be it resolved that the report of this 
committee be adopted and entered into the records 
of the Buncombe County Medical Society, and that 
a copy be sent to his family, the Buncombe County 
and North Carolina State Medical Societies and to 
the American Medical Association. 

G. Farrar Parker, M.D. 
R. Alexander White, M.D. 
William S. Justice, M.D. 


Thomas Jefferson Holton, M.D. 


Dr. Thomas Jefferson Holton, a quiet scholarly 
physician, died in Columbia, South Carolina, on 
July 26, 1958. Following 30 years of honorable 
and faithful service to the Charlotte Community, 
ill health forced Dr. Holton’s retirement from ac- 
tive practice in 1955. Since his retirement, be- 
cause of continued illness, Dr. Holton resided as 
a patient in the Veteran’s Hospital in Columbia, 
South Carolina for most of the ensuing years. Be- 
cause he had been retired from active practice for 
a number of years, Dr. Holton may not be remem- 
bered by many of the younger members of the 
Society today. However, he has been greatly 
missed by his friends of earlier years in this So- 
ciety and those whom he served in the community. 

Dr. Holton was born in Charlotte, North Caro- 
lina, on January 12, 1881. He was the son of Mr. 
and Mrs. Charles S. Holton, and the grandson of 
Thomas J. Holton who founded the first Charlotte 
newspaper in 1824. His primary education was in 
the Charlotte city schools. He took his premedical 
education at Wake Forest College and received his 
M.D. degree from Emory University in 1909. Prior 
to returning to Charlotte in 1925 to practice the 
speciality of eye, ear, nose and throat, Dr. Holton 
had previously practiced in Bradenton, Florida, 
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and Thomasville, Georgia. He had also served in 
the United States Army and was a retired colonel 
in the U. S. Army Reserve. Dr. Holton was a 
faithful member of the First Baptist Church of 
Charlotte, and was a Scottish Rite Mason and a 
Shriner. 

It is with deep regret that we mark the passing 
of this physician and colleague. 

Be it therefore resolved that a copy of this 
memorial tribute be entered in the permanent 
Minutes of the Mecklenburg County Medical So- 
ciety, and that a copy be forwarded to his brother, 
Mr. Gilmer H. Holton, and to the Medical Society 
of the State of North Carolina. 

Respectfully submitted this second day of Sep- 
tember, 1958. 

KENNETH R. Downs, M.D. 


Samuel Studdiford Cooley, M D. 


With the death on May 9, 1958, of Dr. Samuel 
Studdiford Cooley, Black Mountain lost not only a 
superior physician but also one of its outstanding 
citizens. In his practice of medicine Dr. Cooley un- 
failing displayed the unselfish and inquiring in- 
terest in the welfare of his patients which is char- 
acteristic of the best type of physician. In spite of 
the demands of his profession, however, he found 
the time to participate in the civic and religious 
affairs of his community. If more physicians fol- 
lowed the example of Dr. Cooley, it might go far 
toward restoring the medical profession to the 
position of trust and leadership which it once held. 

Born March 5, 1905, in Trenton, New Jersey, 
he attended Trenton public schools and Mercers- 
burg Academy and received his A.B. degree from 
Princeton in 1927. Dr. Cooley first came to this 
section when he served for two years as a mem- 
ber of the faculty of the Asheville Farm School. In 
February, 1938, after completing his medical 
training at New York University Medical School 
and Bellevue Hospital, he returned to Black Moun- 
tain to begin the practice of medicine. This work 
was interrupted by service in the Army from 
August, 1942, until November, 1945. 

In his constant effort to improve his service to 
his patients, Dr. Cooley studied at the University 
of Pennsylvania Graduate School from September, 
1946, to June, 1947. In June, 1949, he was certi- 
fied by the Board of Internal Medicine, and in 
November, 1957, a long standing wish was ful- 
filled by his election as a fellow of the American 
College of Physicians. 

Dr. Cooley was a member of the staff of the 
Memorial Mission Hospital and of Saint Joseph’s 
Hospital. He also served as Medical Adviser to 
the Western North Carolina Sanitarium. After 
serious illness necessitated giving up _ private 
practice in 1956, he served with the Veteran’s Ad- 
ministration until further impairment of his 
health forced him to relinquish this also. 

The affection of Dr. Sam Cooley’s friends and 
his patients, the improvements he helped to bring 
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about in his community and the Black Mountain 
Presbyterian Church, of which he was an Elder, 
remain as evidence of his worth as a citizen. The 
regard in which the members of his profession 
held him is evidenced by his election as president 
of the Buncombe County Medical Society, the of- 
fice which, unfortunately, his health prevented his 
occupying. 


Dr. Cooley is survived by his widow, Margaret 
Hay Cooley, two sons, and a daughter. 


Be it resolved that the report of this committee 
be adopted and entered in the records of the Bun- 
combe County Medical Society, and that a copy be 
sent to the North Carolina Medical Society, the 
American Medical Association, and to his family. 


Respectfully submitted, 


G. Farrar Parker 
R. Alexander White 
William S. Justice 


Gaston Wilder Rogers, M.D. 
(1884-1958) 


Dr. Gaston W. Rogers died on January 9, 1958, 
in the Vet2:an; Hospital, Durham. North Carolina, 
following an illness of six weeks. Since his retire- 
ment from the regular Army Medical Corps in 
1938, he had lived in Chapel Hill, where he was an 
assistant district health officer for the Orange- 
Person-Chatham Health Department. 


Gaston Rogers descended from a long line of 
distinguished North Carolinians. He was a native 
of Wake County and educated in the Raleigh public 
schools. He acquired degrees in electrical and civil 
engineering from North Carolina State Colleg2 be- 
fore enrolling in the Birmingham Medical College 
(now the University of Alabama) from which he 
was graduated in 1911. Dr. Rogers served a rotat- 
ing internship in the Hillman Hospital, followinz 
which he began practice of medicine and surgery in 
Birmingham. On May 17, 1917, he was ordered to 
active duty in the U. S. Army Medical Corps, and 
after a year of recruiting duties in Birmingham he 
joined the American Expeditionary Forces in France. 
Following his discharge in 1919 he returned to 
private practice in Birmingham, where he married 
Miss Agnes Bethea. In 1920 he was accepted by 
the regular army and attained the rank of Lieuten- 
ant Colonel before being retired because of disabi- 
lity in 1937. Colonel Rogers was stationed at Rari- 
tan Arsenal, Honolulu, Hawaii; Fort D. A. Russell, 
Texas; and was Chief of Surgery at the Fort Knox, 
Kentucky Station Hospital. Unwilling to accept 
complete retirement, Dr. Rogers took refresher 
courses in the North Carolina School of Public 
Health and became an assistant district health 
officer in the Orange-Person-Chatham Hz2alth De- 
partment, a position he held with dis‘inction for 
the remainder of his life. The death of his beloved 
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wife in 1955 was a severe shock from which he 
did not completely recover. 


Gaston Rogers was never a complacent man; it 
was not in him to tolerate mediocrity nor to rest 
on his laurels. He was a man of unlimited com- 
passion for those in need and one who gave 
generously of himself, even in ill-health. Our deep- 
est sympathy is extended to hi; daughters, Mis; 
Anne Rogers and Mrs. Jack Rogers, and to all 
other members of his family. 


Erle E. Peacock, Jr., M.D. 


Martin Robert Wisely, M.D. 


It is with deep regret that the First District 
Medical Society acknowledges the death of an- 
other of its beloved and respected members of 
Edenton, North Carolina, Dr. Martin Robert Wise- 
ly. 

Dr. Wisely, a native of Waynesboro, Virginia, 
was born in 1911, the son of Mrs. Alice Wisely 
and the late W. L. Wisely. 


He received his medical degree from the Uni- 
versity of Virginia, in 1935. He was licensed to 
practice medicine in North Carolina in 1937, at 
which time he became associated with Dr. J. A. 
Powell, one of the pioneer doctors in Edenton. 
This group was soon joined by Dr. Roland H. 
Vaughan in the operation of a clinic in the Citi- 
zens Bank Building of Edenton. 


During World War II Dr. Wisely served with 
the rank of major in the 10l1st Airborne Division, 
serving in the European Theatre, where he re- 
ceived several decorations from the United States 
and French governments. 


He was a faithful member of the Perquimans 
County Medical Society, the first District Medical 
Society, the North Carolina State Medical Society, 
and the American Academy of General Practice. 
He was very active in civic affairs, having been 
past president of the Edenton Lions Club and a 
member and trustee of the Edenton Methodist 
Church. 


He married the former Miss Molly Medlin of 
London, England, and they have two sons, Robert 
and James Wisely of Edenton. The love and re- 
spect which the community had for Dr. Wisely 
was exhibited by the overflowing crowd which at- 
tended his funeral services. This, however, is only 
a tiny symbol of the loss suffered by our com- 
munity and state in the death of “one who was 
so generous with his time and effort in further- 
ing the practice of medicine in such an excellent 
and unselfish manner.” His memory will live for 
years to come in the heart of his many friends and 
patients. 

ROLAND H. VAUGHAN, M.D. 
ARCHIE Y. EAGLES, M.D. 


WILLIAM K. WASSINK, M.D. 
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ADVERTISEMENTS 


In Biliary Distress 


ZANCHOL 


Improves Flow and Color of Bile 


Zanchol (brand of florantyrone), a distinct chemical 
entity unrelated to the bile salts, provides the medical 
profession with a new and potent hydrocholeretic for 
treating disorders of the biliary tract. 

The high degree of therapeutic activity of this new 
compound and its negligible side reactions yield dis- 
tinct clinical advantages. 


@ Zanchol produces a bile low in sediment. 
@ Zanchol enhances the abstergent quality of bile. 


@ Zanchol produces a deep, brilliant green bile, re- 
gardless of its original color, suggesting improved 
hepatic function. 


® Zanchol improves the flow and quantity of bile with- 
out increasing total bile solids. 


Bile with these qualities minimizes biliary stasis, re- 
duces sediment and debris in the bile ducts and dis- 
courages the ascent of infection. 

For these reasons ZANCHOL has shown itself to be a 
highly valuable agent in chronic cholecystitis, cholan- 
gitis and care of patients following cholecystectomy. 


Administration: One tablet three or four times a day. 
Zanchol is supplied in tablets of 250 mg. each. G. D. 
Searle & Co., Chicago 80, Illinois. Research in the 
Service of Medicine. 


| SEARLE | 


CHLOROTHIAZIDE 


FINNERTY, F. A., Buchholz, J. H. and Tuckman, J.: J.A.M.A. 166:141, 

Jan. 11, 1958. 

DIURIL (Chlorothiazide) given alone to 85 patients, “. . . caused an excellent 
diuresis, with reduction of edema, weight, blood pressure, and albuminuria. . . . 

The average effective dose was found to be 1 Gm. per day by mouth. . . . The usually 
excellent response coupled with the absence of significant toxicity and lack of 
development of drug resistance makes chlorothiazide ideal for the prevention 

and treatment of toxemia.” 


DOSAGE: one or two 500 mg. tablets of DIURIL once or twice a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL (chlorothiazide); 
bottles of 100 and 1,000. 


Divrit is a trademark of Merck & Co., tng 


©1958 Merck & Co., Inc, 


MERCK SHARP & DOHME bivision of MERCK & CO., INc., Philadelphia 1, Pa. €p 


excellent 


with 
reduction edema, 
weight, blood pressure, 
and 


Ab 


ANY INDICATION FOR DIURESIS IS AN INDICATION FOR DIURIL 


\ 
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PREVENT 


both cause and fear 


ANGINA 
ATTACKS 


NEW DOVETAILED THERAPY COMBINES IN ONE TADLET 


proven 
safety 


prolonged relief from sustained coronary 
anxiety and tension with vasodilation with 
® 
MILTOWN’ PETN 
The original meprobamate, pentaerythritol tetranitrate 
discovered and introduced a leading, 
by Wallace Laboratories long-acting nitrate 


“In diagnosis and treatment [of cardiovascular diseases] ...the physician 
must deal with both the emotional and physical components of the problem 
simultaneously.””! 

The addition of Miltown to PETN, as in Miltrate,“...appears to be more effective 
than [PETN] alone in the control of coronary insufficiency and angina pectoris.”’? 


Miltrate is recommended for prevention of angina attacks, not for relief of acute attacks. 


Supplied: Bottles of 50 tablets. 


Each tablet contains: 200 mg. Miltown + 10 mg. pentaerythritol tetranitrate. 

Usual dosage: 1 or 2 tablets q.i.d. before meals and at bedtime. 

Dosage should be individualized. For clinical supply and literature, write Dept. 52 A 
1. Friedlander, H. S.: The role of atarazics in cardiology. Am. J. Card. 1:395, March 1958. 

2. Shapiro, S.: Observations on the use of meprob te in cardi lar disorders. Angiology 8 :504, Dec. 1957. 


WALLACE LABORATORIES, New Brunswick, N.J. 


TRAOE-MARE 


| 
| long-term 

| 
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No Tolerance Development 
Lower Incidence of Depression 


just two tablets 


Rauwiloid 


ALSEROXYLON, 2 MG. one tablet suffices 


For gratifying Rauwolfia response 
virtually free from side actions 


When more potent drugs are needed, prescribe 


NORTHRIDGE, 
Rauwiloid® + Veriloid® 
alseroxylon 1 mg: and alkavervir 3 mg. 
for moderate to severe hypertension. 
Initial dose 1 tablet t.i.d., p.c. 


Rauwiloid® + Hexamethonium 
alseroxyion 1 mg. and hexamethonium chloride dihydrate 250 mg. 


in severe, otherwise intractable hypertension. 
Initial dose 4 tablet q.i.d. 


Both combinations in convenient single-tablet form, 


any such hypertensives 
havebeenon 

™ Rauwiloid i IS better tolerated... : 
hypertensive agent ofequal therapeutic 

\ efficacy to reserpine in the treatment 
Postgrad. Med. 23:41 (Jan) 1958... 
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CLINICAL all Staph | 
RESULTS adults children _ infections 

Cured 172(80%) 148(89%) 71 — 
improved 28 (13%) 8 (5%) 79% 
Failure 17 (7%) 11 (6%) 3 (3%) | 
Types of infecting organisms: The majority of 
identified etiologic microorganisms were staph 
aureus and Staph. albus. Tao has its grea 
usefulness against organisms such as: staphy- 
lococci (including strains resistant to other anti- 
biotics), streptococci (beta-hemolytic strains, | 
alpha-hemolytic strains and enterococci), pneu- 


mococci, gonococc!, Hemophilus influenzae. 


PRONOUNCED TAY-O 


i 


Caprales / Ord) Suspension 


as Per cent of “antibiotic-resistant’’ epidemic 
staphylococci cultures susceptible to Tao, ery- 
+T thromycin, penicillin and chioramphenicol.1 
4 
2 | 
designed | 
8 3 Tao 75 
0 erythromycin 
4 S 
° 
effective 
REACTIONS: 
(a) adults (b) children 
Total—9.2% Total —0.6% 
CO Wl WO (20 out of 217) (1 out of 167) 
Skin rash —1.4% Skin rash —none 
(3 cut of 217) Gastrointestinal — 
Gastrointestinal — 0.6% (1 out of 167) 
7.8% (17 out of 217) 
There was c< lete freed from adverse 


reactions in 94. 5% of all patients. Side effects 
in the other 5.5% were usually mild and seldom 
required discontinuance of therapy. 


stability in gastric acid + rapid, high and sus- 


LTAM- 
positive 
tained blood levels + high urinary concentrations 
« outstanding palatability in a liquid preparation 


a 
Z H C, 7 Z 0 josage and Administration: Dosage varies according to the 
ie ; | severity of the infection. For adults, the average dose is 250 mg. 


q.i.d.; to 500 mg. q.i.d. in more severe infections. For children 


| 8 months to 8 years of age, a daily dose of approximately 30 
-- mg./Kg. body weight in divided doses has been found effective. 
NEW YORK 17, N. Y. | $ince Tao is therapeutically stable in gastric acid, it may be 


administered at any time, without regard to meals. 
Supplied: Tao Capsules—250 mg. and 125 mg.; bottles of 60. 
“> Tao for Oral Suspension —1.5 Gm.; 125 mg. per teaspoonful 
ron | reconstituted; unusually palatable cherry flavor; 
References: 1. English, A. R., and Fink, F. C.: Antibiotics & Chemother. 
+ (Aug.) 1958. 2. English, A. R., and McBride, T. J.: Antibiotics & Chemother. 
(Aug.) 1958. 3. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy (Aug.) 
#taaoenann 1958. 4. Celmer, W. D., et al.: Antibiotics Annual 1957-1958, New York, 
“4 Medical Encyclopedia, inc., 1958, p. 476. 


i 


; 
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NEW styling 


for known standard 


To diabetics and their physicians, CLINITEST means rapid and reliable urine-sugar testing— 
standardized for accurate results every time. And now, the new streamlined model (No. 2105) 
gives your diabetics this standard test in the best looking, most efficient form. 


CLINITEST 


BRAND 


urine-sugar analysis set 


" functional: full-view test tube 


always in place 


refillable: takes either bottle 


of 36 or sealed-in-foil CLINITEST 
reagent tablets 


attractive: two-tone, neutral 


gray plastic case 


Model No. 2105 CLINITEsT Urine- 
Sugar Analysis Set contains everything 
needed for accurate standardized 
testing: bottle of 36 CLINITEST Reagent 
Tablets, test tube, unbreakable dropper. 
color scale—instruction sheet, analysis 
record, diabetic’s identification card 


MODEL NO. 2105 


AMES COMPANY, INC ELKHART, INDIANA 
fc\ Ames Company of Canada, Ltd., Toronto 


and: 

urine-sugar 
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etiology 


sls) MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
Cremomycin is a trademark of Merck & Co., Inc. 


h 
® 
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FRACTURED Posture isa pws 


TIBIA? YOU CAN GET FROM SLEEPING... 
: THAT’S WHY IT’S WISE TO SLEEP ON A 


POSTUREPEDIC 


Uniformly firm, 
Sealy Posturepedic 
keeps the spine 
level. Healthfully 
comfortable, it per- 
mits proper relaxa- 
tion of musculatory 
system and limbs. 
Exclusive “‘live-ac- 
tion” coils support 
curved, fleshy con- 
tours of the body, 
assuring relaxing 
rest that you know 
is basic to good 
health ... and good 


A Sagging Look, Feel 
Mattress Can Better On A 
posture. Cause This! Posturepedic 


PROFESSIONAL So that you as a physician can 
DISCOUNT judge the distinctive features of the 
Sealy Posturepedic mattress for 
aad $3900 yourself before you recommend it 
to your patients, Sealy offers a spe- 
Limit of one full or cial Doctor’s Discount on this mat- 
two twin size sets tress and foundation, when pur- 
Please check preference chased for your personal use. 


SEALY MATTRESS COMPANY 
666 Lake Shore Drive, Chicago 11, Illinois 


RETAIL PROFESSIONAL 


ACCELERATE THE Posturepedic Mattress each $79-50 wore) $60.00 


Posturepedic Foundation each $79.50 van $60.00 


RECOVERY 1 Full size ) 1 Twin size ( ) 2 Twin size ( ) 


Enclosed is my check and letterhead. 
PROCESS WITH a a Please send my Sealy Posturepedic Set(s) to: 
NAME 


VARIDASE | =~ 


STREPTOKINASE-STREPTODORNASE LECERLE 


*Reg U.S Pat. Off 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pearl River, New York 


XLIX 
ay 
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(CHLOROTHIAZIDE) 


FORD, R. V., Rochelle, J.B.111, Handley, C. A., Moyer, J. H. and Spurr, C. L.: 
J.A.M.A. 166:129, Jan. 11, 1958. 


“in premenstrual edema, convenience of therapy points to the selection of 
chlorothiazide, since it is both potent and free from adverse electrolyte 
actions.” In the vast majority of patients, "DIURIL' relieves or prevents the fluid 
“build-up” of the premenstrual syndrome. The onset of relief often occurs 
within two hours following convenient, oral, once-a-day dosage. "DIURIL' is well 
tolerated, does not interfere with hormonal balance and is continuously 
effective—even on continued daily administration. 


DOSAGE: one 500 mg. tablet "DIURIL' daily—beginning the first morning of 
symptoms and continuing until after onset of menses. For optimal therapy, 
dosage schedule should be adjusted to meet the needs of the individual patient. 


SUPPLIED: 250 mg. and 500 mg. scored tablets "DIURIL' (chlorothiazide); 
bottles of 100 and 1,000. 


Diurit is a trade-mark of Merck & Co., Inc; 


MERCK SHARP & DOHME Division of MERCK & CO. INnc., Philadelphia 1, Pa. Oo) 


| 
| | 
| 
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(EDEMA) 


quickly relieves 
Distress 


Distention 
Discomfort 


ANY INDICATION FOR DIURESIS 1S AN INDICATION ay \: FOR 'DIURIL' 


} 
7 
4 
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Dovt forget, Doctor— 
“to take of Yow own meaicune | 


On vacation — at the beach — on the golf course — or garden- 
ing in your own back yard, sunburn, insect bites, cuts and 
abrasions are all part of the summer picture. 


A handy tube of Xylocaine Ointment means prompt relief of 
pain, itching and burning for your patients. After you’ve seen 
to your patients’ comfort, remember that tube of Xylocaine 
Ointment for yourself. 


Just write “Xylocaine Ointment” on your Rx blank or letter- 
head, and we will send a supply for you and your family. 


5 Astra Pharmaceutical Products, Inc., Worcester 6, Mass., U.S.A. 


XY LOCAINE’ OINTMENT 


(brand of lidocaine*) 


2.5% & 5% 
SURFACE ANESTHETIC 


Pat. No. 2,441,498 Made in U.S.A. 


"4 
<r 3 a} | 
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FOR LEG FATIGUE AND MILD VARICOSITIES 


gives gentle support all day long. Yet Supp-hose 
contains no rubber! Every stitch is fine nylon 
with a special twist that provides an elastic 
quality. 


Recent clinical research demonstrated the excel- 
lent value of Supp-hose for leg fatigue, and mild 
disorders where heavy surgical stockings are 
not prescribed. The advantage of Supp-hose is 
that it looks just like any sheer nylon stocking, 
thus it overcomes one of the main objections of 
the patient concerned about her appearance. 


SO MANY WOMEN COMPLAIN ABOUT LEG FATIGUE! 


As you know, expectant mothers, housewives, 
working women, and women with mild varico- 
sities all complain about discomfort of the 
extremities. Supp-hose eases this leg fatigue and 


A VERY ECONOMICAL STOCKING! 


Patented Supp-hose costs a woman just one- 
third what she usually pays for heavier surgical 
stockings. And wear tests indicate Supp-hose 
should give five times the wear of ordinary 
nylons. Supp-hose is available in proportioned 
sizes in beige, natural and white. At drug and 
department stores. 


KS KAYSER-ROTH HOSIERY COMPANY, Inc., 200 Madison Avenue, N. Y. 16, N. ¥. Sold in Canada. 


THAT SUPPORTS WITHOUT USING RUBBER! 
: 
| 
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phasized @ Large Trained Staff @ Individual Attention 


@ Capacity Limited @ Occupational and Hobby 
ee Therapy @ Supervised Sports @ Religious Services 


(Plus. 


Your patients spend many hours daily in healthful out- 


\ T door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies... all on 
l Florida’s Sunny West Coast. ° 
; Rates Include All Services and Accommodations 
to Doctors and Institutions 


A MO D E R N H re) S P " TA L F re) R Srechore and Rates Available . 
Medical Director—Samvel G. Hibbs, M.D. 
EMOTIONAL READJUSTMENT Assoc. Medical Director—Walter H. Wellborn, Jr., M.D. 


TARPON SPRINGS e FLORIDA Peter J. Spoto, M.D. ——— 
ON THE GULF OF MEXICO worsen, MD. Philip, M.D.” W. H. Bally, M.D. 


Phone: Victor 2-1811 


CHOSEN BY MEDICAL 
SOCIETY OF THE STATE OF 
NORTH CAROLINA FOR 
PROFESSIONAL 

LIABILITY INSURANCE 


THERE IS A SAINT PAUL AGENT IN YOUR 


COMMUNITY AS CLOSE AS YOUR PHONE © 


Cheslette, Costine HOME OFFICE: 111 WEST FIFTH ST., ST. PAUL, MINN, 


EDison 2-1633 
SERVICE OFFICE: RALEIGH, NORTH CAROLINA—323 W. MORGAN ST. TEmple 4-7458 


FIRE ony for your complete insurance needs... 
Aq: | & 
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BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


(ESTABLISHED IN 1901) 


E. H. E. TAYLOR, M. D. J. TAYLOR VERNON, M. D. 


A PRIVATE HOSPITAL for the treatment of nervous and mental disorders, 


alcoholism and drug addiction. 


A HOME FOR permanent care of selected cases of chronic nervous and 


mental disorders. Equipped for treatment by approved methods. 


LOCATED IN PIEDMONT, N. C., the climate is mild and invigorating at all 


AN OUT PATIENT DEPARTMENT is maintained for diagnostic consulta- 


tion and treatment. 


A private psychiatric hospital em- Staff PAUL V.. ANDERSON, Preside 


REX BLANKINSHIP, M.D., Medical Director 
loving modern diagnostic and treat- 
ploying 5 JOHN R. SAUNDERS, M.D., Assistant 


ment procedures—electro shock, in- Medical Director 
sulin, psychotherapy, occupational THOMAS F. COATES, M.D., Associate 
, AMES K. HALL, JR., M.D., Associ 
and recreational therapy—for nervous 
CHARLES A. PEACHEE, JR., M.S., Clinical 
and mental disorders and problems of Psychologist 


addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone 5-3245 


LV 
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for treatment of 


Peptic Ulcers 


and Hyperacidity 


Brand of Hyamagnate 


Neutralizes exeess acidity 


Sustains acid-base balance 


Glycamine is a New Chemical Compound 


—not a mixture of alkalis—that re-establishes nor- 


mal digestion without affecting enzymatic activity. 


Glycamine’s CONTROLLED ACTION does not 


Low dosage 


stimulate acid secretion or alkalosis. 
provides prompt 


tong lasting relief 


NON-SYSTEMIC Glycamine is compatible with 


antispasmodics and anticholinergics. @ Only four pleasant 


GLYCAMINE TABLETS AND LIQUID 


Available in botties of 100, 500 
and 1000 tabiets; or pints. 


tasting, chew-up 


tablets or four 


teaspoonfuls needed 
oo daily. Each dosage 


maintains optimum 
PH for hours. 


Mayrand ine. 


PHARMACEUTICALS Greensboro, North Carolina 


& : 
®@ par. penn. A 
By 
ak 
: 
: 
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Relieve moderate or severe pain Sumbols 
| Reduce fever 

i Alleviate the general malaise of | PROVEN 
i upper respiratory infections | PAIN 
RELIEF 


maximum codeine analgesia/optimum antipyretic action ' J 
gr. 


*Subject to Federal Narcotic Regulations 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


tee 
| 
4 
é 4 
T H gr. 
i 
gr. 
| 


tO ogden 


Phenobarbital . . 

Acetophenetidin . 

Aspirin (Acetylsalicylic Acid)... .... gr. 3% 


Cedeine Phosphate 
Phenobarbital 

Acetophenetidin . . 

Aspirin (Acetylsalieylic Acid) . 


...from pain of muscle and joint origin, simple headache, neuralgia, 
and the symptoms of the common cold. 


‘TABLOID’ 


EMPIRIN COMPOUND 


Acetophenetidin . en 
Aspirin (Acetylsalicylic Acid) ....... gr. 3% 


an mild pain complicated by tension and restlessness. 


® 
Phenobarbital .. . ; 
Acetophenetidin .......... 
Aspirin (Acetylsalicylic Acid) ....... gr. 3% 


“Subject to Federal Narcotic Regulations 


| 
Pe 
| 
% 
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Pinworm 


Clinical studies! show: 


e ‘Delvex’ is effective orally, usually 
within five days, against four of the 
five most common worm infections: 


Pinworm Whipworm 


Roundworm  Strongyloidiasis 


e It also inhibits, and sometimes 
eliminates, hookworm infection. 


e It is fully effective in both single 
and multiple infections and in both 
heavy and light infections. 


ADVERTISEMENTS 


Whipworm 


INDIANAPOLIS 6, 


LVII 


WORM 


QUALITY / RESEARCH / INTEGRITY 


e It eliminates pinworm infection in 
100 percent of patients. 


e It is the first effective and practi- 
cable agent for the oral treatment of 
strongyloidiasis and whipworm in- 
fection. 


e No adjunctive measures are need- 
ed with ‘Delvex’ therapy. 


Further information and clinical re- 
ports may be obtained from your 
Lilly representative or by writing to 
our Medical Department. 


**Deivex’ (Dithiazanine 


odide, Lilly) 
1. Swartzweider, J. C., et al.: J. A. M. A., 165:2063, 1957. 


U.S.A. 


860775 


INDIANA, 


9 
A Se’ 
Roundworm Strongyloides 
New the first wide-spectrum anthelmintic 
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debilitated 
elderly 


diabetics 


You TREAT infants, especially prematures 
INFECTIONS 


those on corticoids 


those who developed moniliasis on previous 
broad-spectrum therapy 


those on prolonged and/or 
high antibiotic dosage 


women—especially if pregnant or diabetic 


the best broad-spectrum antibiotic to use is 


MYSTECLIN-V 


Squibb Tetracycline Phosphate Complex (S 


for purposes, Mysteclin-V is 


for “built-in” safety, Mysteclin-V combines: 


1. Tetracycline phosphate complex (Sumycin) for superior 
initial tetracycline blood levels, assuring fast transport of 
adequate tetracycline to the infection site. 


2. Mycostatin—the first safe antifungal antibiotic—for its 
specific antimonilial activity. Mycostatin protects 

many patients (see above) who are particularly prone to monilial 
complications when on broad-spectrum therapy. 


MYSTECLIN-V PREVENTS MONILIAL OVERGROWTH 


Capeules (250 mg./250,000 u.), bottles 
of 16 and 100. Half-Strength Capsules 

(125 mg./125,000 u.), bottles of 16 25 PATIENTS ON 25 PATIENTS ON 

and 100. Suspension (125 mg./125,000 TETRACYCLINE ALONE TETRACYCLINE PLUS MYCOSTATIN 
u.), 2 of. bottles. Pediatric Drops (100 After seven days After seven days 
mg-/100,000 u.), 10 ec. dropper bottles, Before therapy of therapy Before therapy of therapy 


SQUIBB 


Monilial overgrowth (rectal swab) «> None @ Scanty 3 Heavy 
Childs, A. J.: British M. J. 1:660 1956. 


“MYBTECUIN, © AND “SUMYCIN’ ARE SQUIBB TRADEMARKS 


| 

IN PATIENTS 
AS THESE 
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| in. the treatment of 


the angers rhewmatic 


Sulfamethazine 
Pyrilamine . 
Phenyltoloxamine 
Glyceryl Guaiacola 


Sulfate . 


: 
Provides triple sulf 
es triple sulfonamide prophylaxis, 
allowing your choice wie. 
Ate 
for concomitant use to 
DIID 
nephritis and other com 
and other complications 
simultar s0uslv affords max: 
_ from sneezing, ‘stuffed or runny nose, cough and other dis eee 
hydrogen (Citrate 6.25 mg. liter: ature — write 
Sup ed: in ‘ Ounce anc Oldest Manuf uring 
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ARTHRITIS... 


BENEMID 


PROBENECID 


A SPECIFIC FOR GOUT 


GOUT—THE DIAGNOSTIC PROBLEM 
Clinical “curiosity” rather than 
clinical “instinct” is the key 

to accurate diagnosis of gout. 
Visible manifestations may not 
appear until late in the course 
of the disease. Moreover, the 
patient’s description of the pain 
and the site of the pain may not 
differ markedly from other 
articular disorders. 


THE FOLLOWING FINDINGS ARE HIGHLY 
INDICATIVE OF GOUT: (1) Tophaceous 
deposits resulting in irregular, 
asymmetrical deformity of joints; 
(2) Elevated serum uric acid levels 
(above 6 mg.%) ; (3) Pain relief 
with colchicine. When findings sug- 
gest gout, therapy with ‘Benemid’ 
should be started immediately. 


BENEMID®—AN EFFECTIVE URICOSURIC 
AGENT 

‘Benemid’ is firmly established 

as an effective and exceptionally safe 
uricosuric agent. ‘Benemid’ 
approximately doubles the 
excretion of uric acid; reduces 
serum uric acid levels toward 
normal; often prevents formation 
of new tophi, and gradually 
mobilizes existing uric acid 
deposits; minimizes incidence and 
severity of future attacks. 


‘Benemid’ is of remarkably low 
toxicity — usually so low as to be 
clinically insignificant —even in 
patients who have been 

on uninterrupted therapy for almost 
a decade. The uricosuric effects 

of salicylates and ‘Benemid’ are 
mutually antagonistic and these 
compounds should not be 

used together. 

RECOMMENDED DOSAGE: 0.25 Gm. 

(14 tablet) twice daily for one week 
followed by 1 Gm. (2 tablets) daily 
in divided doses. 


m@o MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA, 


BENEMID is a trade-mark of Merck & Co., Inc. 


i 
[- 
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A versatile, well-balanced formula for treating common 
upper respiratory infections, particularly during respira- 
tory epidemics; when hacterial complications are ob- 
served or are likely; when patient's history is positive 
for recurrent otitic, pulmonary, nephritic, or rheumatic 
involvement. 


Cuecks Symptoms: Includes traditional components for 
rapid relief of the traditional nonspecific nasopharyn- 
gitis, symptoms of malaise, chilly sensations, inconstant 
low-grade fever, headache, muscular pain, pharyngeal 
and nasal discharge. 

Available on prescription only. 

Adult dosage for ACHROCIDIN Tablets and new caffeine- 
free ACHROCIDIN Syrup is two tablets or teaspoonfuls of 
syrup three or four times daily. Dosage for children ac- 
cording to weight and age. 


prevents the 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND LEDERLE 


TABLETS (siear coated) 


Each Tablet contains: 


ACHROMYCIN® Tetracycline 125 mg. 
Phenacetin . 120 mg. 
Caffeine 
Salicylamide 150 mg. 
Chlorothen Citrate 25 mg. 
Bottles of 24 and 100. 
SYRUP (lemon-lime flavored) 
Each teaspoonful (5 cc.) contains: 
ACHROMYCIN® Tetracycline 

equivalent to tetracycline HCI _.................. 125 mg. 
Phenacetin 120 mg. 
Salicylamide . 150 mg. 
Pyrilamine Maleate 15 mg. 
Methylparaben 4mg. 
1 mg. 


Bottle of 4 oz. 


Qederi) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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Make sparkling radiographs... 


order fresh SUPERMIX * TODAY 


STAIN-LESS SPEED 


SUPERMIX LIQUIDS DEVELOPER REFRESHER FIXER® FIXER 
80 oz. makes 3 gal 3.52 


*Comes in 1 and 5 qt. only, to make 1 and 5 gal. of solution. 


® Stainless-steel processing tanks are no longer a luxury . . . Ask us — 
for details on economical G-E “5-15-5” models. » 


Your one-stop direct source for the 


FINEST IN X-RAY 


apparatus ...service... supplies 


DIRECT FACTORY BRANCH WILSON 
CHARLOTTE A. L. HARVEY 
1140 Elizabeth Ave. ¢ FR 6-1531 1501 Branch St. © Phone 2960 
RESIDENT REPRESENTATIVES 
DURHAM WINSTON-SALEM 
R. E. CONNELLY, JR. N. E. BOLICK 
2622 Charlotte Street ¢ Phone: 8-2719 1218 Miller St. © Phone 4-5864 


PERFORMANCE 
GREATER PERMANENG 
IN THE MANAGEMENT 

OF DERMATOSES.. 


rtiséne 0.5%. Neomycin Q. 35% 
Coat Tar in an omtment 


~~" NEW! TARCORTIN LOTION — 1. Welsh, A. L., and Ede, M.: J.A.M.A. 166:158, 1958. 
Hient for tes! of head and hands x 2. Bleiberg, J.: J.M. Soc. New Jersey 53:37, 1956. 


UPPLIED: ueeze les 3. Abrams, B. P., and Shaw, C.: Clin. Med. 3:839, 1956. 
bore 4. Bleiberg, J.: Am. Practitioner 8:1404, 1957. 


6. Clyman, S. G.: Postgrad, Med, 21:309, 1957. 


gf: REED 4&4 CARNRICK | versey City 6, New Jersey 


> 
~ 
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DRIC DERMATINIG ECZEMAS -GEFORRHBA -ANOGENITAL PRURITUS DERMATITISVENENATA RIA 
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general use... 
in general practice 


fast, effective and long-lasting relief from... 
BURNS — sunburn, cooking, ironing 


PAIN — hemorrhoids and inoperable anorectal 
conditions, cuts and abrasions, cracked nipples 


ITCHING — insect bites, poison ivy, pruritus 


The water-soluble, nonstaining base melts 
on contact with the tissue, releasing the Xylocaine 
for immediate anesthetic action. It does not 


interfere with the healing processes. 


Astra Pharmaceutical Products, Inc., 
Worcester 6, Mass., U.S.A. 


xXYLOCAINE? 


OINTMENT 2.5% & 5% PAT. 2,441,408 MADE I U.S.A. 


“Premarin” with Meprobamate new potency 
Each tablet contains 0.4 mg. “Premarin,” 200 mg. meprobamate 


For undue emotional stress 
in the menopause 


WRITE SIMPLY... 


No. 880, PMB-200 
bottles of 60 and 500. 

No. 881, PMB-400 
bottles of 60 and 500. 


Also available as 
© PMB-400 (0.4 mg. “Premarin,” 400 mg. meprobamate 
in each tablet). 


AYERST LABORATORIES ’ New York 16, New York * Montreal, Canada 


““Premarin®’’ conjugated estrogens (equine) Meprobamate licensed under U.S. Pat, No. 2,724,720 $830 
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4 CHRONIC 


NFECTIOUS. 
DERMATITIS? 


Significance 
to the 
physician 


is the symbol oe 


When he sees it engraved 
on a Tablet of Quinidine Sulfate 
he has the assurance.that 
the Quinidine Sulfate is produced 
from Cinchona Bark, is alkaloidally 
standardized, and therefore of 


unvarying activity and quality. 


When the physician writes “DR” 
(Davies, Rose) on his prescriptions 
for Tablets Quinidine Sulfate, he is 

assured that this “quality” tablet 

is dispensed to his patient. 


Rx Tablets Quinidine Sulfate Natural 
0.2 Gram (or 3 grains) 
Davies, Rose 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


Clinical samples sent to physicians on request 


Davies, Rose & Company, Limited 
Boston 18, Mass. 


STREPTOKINASE-STREPTODORNASE LEDER 
*Reg. US Pat. Off 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pearl River. New York, 
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in spasticity of the GI tract 


‘Pavatrine 
with Phenobarbital 


combining musculotropic and 
neurotropic action plus mild — 
central nervous system sedation 
for “the butterfly stomach.” 


Aspirin 200 mg. (3 grains) 
Phenaceiin 150 mg. (21/2 grains) 1 or 2 tablets. 


Caffeine 30 mg. (¥2 grain) : 4 
Demerol hydrochloride... 30 mg. (1/2 grain) Narcotic blank required. 


Potentiated Pain Relief 


WINTHROP LABORATORIES 
New York 18, N. Y. © Windsor, Ont. 


Demerol (brand of meperidine), 
* trademark reg. U.S. Pat. Off. 


LXVI 
| 
a 
dosage: one tablet t before each meal and at bedtime. 
| SEARLE] 
i 
| | For Keal Pri i i 
| Or ive redi relief: | 
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ail IS the SYMBOL OF ASSURANCE OF ETHICAL 


public relations minded handling of your accounts 
receivable and collection problems. 


IS the EMBLEM of sound experience in SERVICE 


to the professional offices. 


IS the MARK of a complete PROFESSIONAL 


accounts receivable service. 


Doctor 


Here Are the BUREAUS in Your Area Capable and Ready to Serve You 


MEDICAL-DENTAL CREDIT BUREAU 


514 Nissen Building 
P. O. Box 3136 
Winston-Salem, N. C. 


MEDICAL-DENTAL CREDIT BUREAU 
715 Odd Fellows Building 

Raleigh, N. C. 

MEDICAL-DENTAL CREDIT BUREAU 
513 Security Bank Building 

High Point, N. C. 
MEDICAL-DENTAL CREDIT BUREAU 
A division of Carolina Business Services 
Room 10 Masonic Temple Building 
P. O. Box 924 

Wilmington, N. C. 


MEDICAL-DENTAL CREDIT BUREAU 


212 West Gaston Street 
Greensboro, N. C. 


MEDICAL-DENTAL CREDIT BUREAU 
220 East 5th Street 
Lumberton, N. C. 


MEDICAL-DENTAL CREDIT BUREAU, INC. 
225 Hawthorne Lane 

Hawthorne Medical Center 

Charlotte, N. C 


THE MEDICAL-DENTAL CREDIT BUREAU 
Westgate Regional Shopping Center 

Post Office Box 2868 

Asheville, North Carolina 


Protection Against Loss of income 
from Accident & Sickness as Well as 
Hospital Expense Benefits for You ana 
All Your Eligible Dependents 


ALL PHYSICIANS 
SURGEONS 


COME FROM DENTISTS 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA: 


Since 1902 


PUT 


THIS 
NEW 
LIGHT 
IN 
YOUR 
OFFICE 


Priced lower 

than any light on 
the market... 


CASTLE’S NEW No. 8 M.P. Light has all the 
features of higher priced lights . . . yet actually 
costs less . . . call or write for a demonstration. 


Carolina Surgical Supply Company 


706 TUCKER ST. 217 ® QULARD ST 
RALEIGH, N. C. DURHAM, N. C. 


THIS 
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BRAWNER’S SANITARIUM 


ESTABLISHED 1910 
SMYRNA, GEORGIA 
Suburb of Atlanta 


ALBERT F. BRAWNER, M.D. 
Associate Director 


For the Treatment of 
Psychiatric Illnesses and Problems of Addiction 


Member 
Hospital ASSOCIATION, AMERICAN HosPITAL ASSOCIATION 
NATIONAL ASSOCIATION OF PRIVATE PsyCHIATRIC HOSPITALS 


P.O. Box 218 HEmlock 5-4486 


HIGHLAND HOSPITAL, INC. 


Founded In 1904 
ASHEVILLE, NORTH CAROLINA 


Affiliated with Duke University 


a 


A non-profit psychiatric institution, offering modern diagnostic and treatment p 
chotherapy, occupational and recreational therapy—for nervous and mental disorders. 


The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain Range of Western North 
Carolina, affording exceptional opportunity for physical and emotional rehabilitation. 


eT CLINIC offers diagnostic services and therapeutic treatment for selected cases desiring non- 

resident care. 

R. CHARMAN CARROLL, M.D. ROBERT L. CRAIG, M.D. JOHN D. PATTON, M.D. 
Medical Director Associate Medical Director Clinical Director 


Medical Director 
a By 
electroshock, ps)- 
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Major Hospital Policy 


Pays up to $10,000.00 for each member of your family, 
subject to deductible you choose 


Deductible Plans available: 
$100.00 
$300.00 
$500.00 


Business Expense Policy 


Covers your office overhead while you 
are disabled, up to $1,000.00 per month 


approved by 


The Medical Society of North Carolina 
for Its Members 


Write or Call 
for information 


Ralph J. Golden Insurance Agency 


Ralph J. Golden Associates Henry Maclin, IV 
Louten R. Hedgpeth, Jr. John Carson 


108 East Northwood Street 
Across Street from Cone Hospital 


GREENSBORO, N. C. 
Phones: BRoadway 5-3400 BRoadway 5-5035 


Y 


Ms 
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now—an antibiotic troche that 


The cough control provided by homarylamine (a non-narcotic antitussive) 
approximates that of codeine. 

Three antibiotics (bacitracin, tyrothricin, neomycin) act in combination 
against a wide variety of pathogens—with little danger of side reactions. 
The anesthetic-analgesic effect of benzocaine brings soothing relief to in- 
flamed tissues of mouth and throat. 

PENTAZETS now extend the therapeutic usefulness of convenient troche 
medication. Each pleasant-tasting PENTAZETS troche acts promptly against 
the most bothersome aspects of mouth and throat irritations. 


PRESCRIBE 


antitussive—antibiotic - anesthetic—analgesic troches 


MQ MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
Supplied: In vials of 12. 


PENTAZETS is a trademark of Merck & Co., Inc. o 


. 
: 
‘ 
: 

3 

q 

a 
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APPALACHIAN HALL 


ESTABLISHED — 1916 
ASHEVILLE NORTH CAROLINA 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, drug 


and alcohol habituation. 

Insulin Coma, Electroshock and Psychotherapy are 
facilities including electroencephalography and X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around climate 
for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 


Wo. RAY GRIFFIN, JR., M.D. MARK A. GRIFFIN, Sr., M.D. 
ROBERT A. GRIFFIN, M.D. MARK A. GRIFFIN, JR., M.D. 
For rates and further information write APPALACHIAN HALL, ASHEVILLE, N. C. 


employed. The Institution is equipped with complete laboratory 


SAINT ALBANS 
PSYCHIATRIC HOSPITAL 
RADFORD, VIRGINIA 


>, 43 EWS Ww AN 

STAFF 


James P. King, M.D., Director 


James K. Morrow, M.D. Daniel D. Chiles, M.D. 
Thomas E. Painter, M.D. James L. Chitwood, M.D. 


Clara K. Dickinson, M.D. Medical Consultant 


Clinical Psychology: Don Phillips 
Thomas C. Camp, Ph. D. Administrator 
Artie L. Sturgeon, Ph. D. 
AFFILIATED CLINICS 
Bluefield Mental Health Center Beckley Mental Health Center 
525 Bland St., Bluefield, W. Va. 207% McCreery St. 


David M. Wayne, M.D. Beckley, W. Va. 
W. E. Wilkinson, M.D. 
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ANKLE 
SPRAINED 
Whenever 


Of 
SINUS 
INFLAMED? 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


U.S, Pat. OFF 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pearl River, New York 


STREPTOKINASE-STREPTODORNASE 


the diet is faulty, 
the appetite poor, 
or the loss of food 


is excessive 


through vomiting 
or diarrhea— 


eg 
Valentine’s 
MEAT EXTRACT 


stimulates the appetite, 
increases the flow of 
digestive juices, 


provides: supplementary 
amounts of vitamins, minerals 
and soluble proteins, 


extra-dietary vitamin By, 
protective quantities of 

¢2, potassium, in a palatable and 
»«, readily assimilated form. 


Supplied in bottles of 2 or 6 fluidounces. 


Dosace is 1 teaspoonful two or three times 
daily; two or three times this amount for 
potassium therapy. 


VALENTINE Company, Inc. 


RICHMOND 21, VIRGINIA: 


pz | 
é 
| Se Adolescence 
4 
| 
i a |  Debiligating 
4 
| : 
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Application 
FOR SPACE IN THE SCIENTIFIC EXHIBIT 


1959 Annual Meeting Medical Society of the State of North Carolina 
Asheville City Auditorium Asheville, N. C. May 2, 3, 4, 5, 6, 1959 


Fill Out and Mail to: SPACE AS RESERVED BY EXHIBITOR 


EVERETT |. BUGG, M.D., Chairman “ Ae Ler 


Committee on Scientific Exhibits 


Broad and Englewood Streets 
Durham, N. C. 


(Applications for space should be 
received before January 15, 1959) 


Dimensions and structure of Medical Society 


of the State of North Carolina Scientific booth 


are shown in accompanying illustration. 


Title of Exhibit: 

Description or nature of exhibit: (Attach brief description to this blank). 

Will you require shelf space? 

Give approximate amount of back wall space needed. (Included in total space is two 
side walls of four feet in depth) 

Name of institution co-operating in the exhibit (if desired) 

Name of exhibitor: 


(Street & No.) 
(a) First Associate 
(b) Second Associate 


The Medical Society of the State of North Carolina will provide without cost to the 
exhibitor the following: Exhibit space, sign for booth and current; provided all items are 
approved in advance by the committee. 


Cost of transporting exhibits to and from the meeting must be borne by the individ- 
ual exhibitor as well as cost of cards, signs, etc., which are a part of the exhibit. 


View boxes, furniture, decorations, etc., may be rented, if desired, by applying di- 
rectly to Howard Hoover Display Company, P.O. Box 5375, Station E., Atlanta 7, Ga., who 
supply equipment for the annual Medical Society of the State of North Carolina meeting. 


- 
| 
| 
| 
| 
A 
| 
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a good buy in 
public relations 


AMERICA'S 
a in your reception room 
AUTHENTIC 


Give your order to a member of your local Medical 
Auxiliary or mail it to the Chicago office. 


TODAY'S HEALTH 


PUBLISHED MONTHLY BY THE 
AMERICAN MEDICAL ASSOCIATION 


535 NORTH DEARBORN * CHICAGO 10 

: SPECIAL Please enter (J, or renew (1, my subscription for the 
-PRICE RATES FOR period checked below: 

pHysicians, 

L “STUDENTS. INTERNS STREET. 


cITY ZONESTATE 


CREDIT WOMAN'S AUXILIARY OF COUNTY 


YEARS...$8.90 $4.00 [)2 YEARS... $5.90 $2.50 
YEARS...$@50 $3.25 YEAR ....$29Q0 $1.50 


- PROFESSIONAL Compliments of 
MANAGEMENT 


BUSINESS CONSULTANTS 


TO THE MEDICAL PROFESSION Wachtel’s, Inc. 


HOME OFFICE 


SOUTHERN PINES, N.C. HORACE COTTON S U R G I és A L 


P.O. Box 818 President & Exec. Director 


TEL: OXford 2-2101 S U P P i I E S 


AREA OFFICES 


CHARLOTTE, N. C. GEOFFREY H. SUTCLIFFE 
P. O. Box 11534 Vice-Pres. & Manager 


TEL: EMerson 6-0052 


ASHEVILLE, N. C. JACK C. PETTEE 
Doctors’ Office Bidg. Vice-Pres. & Manager 


TEL: Alpine 3-1483 LANKFORD M. STOREY 
LEO A. MULVANEY 
Asst. Managers 
SOUTHERN PINES, N. C. J. FORREST JOYNER, JR. 
P.O. Box 818 Manager 
TEL: OXford 2-2101 GARLAND A. PIERCE 65 Haywood Street 
RUDOLPH M. THOMAS 
ASHEVILLE, North Carolina 


Affiliated with Black & Skaggs A lesen, tne: P. O. Box 1716 Telephone 3-7616—3-7617 


: 
place 
: 
HEALTH MAGAZINE 
: 
| | 


1008 ADVERTISEMENTS LXXIILA 
new 3-way 

build-up for 

the under par 


child... 


Improve appetite and energy 
with ample amounts of vitamins—B,, Bs, Bio. 


strengthen bodies with needed protein 
Through the action of I-Lysine, cereal and 

other low-grade protein foods are up-graded 
to maximum growth potential. 


discourage nutritional anemia 
with iron in the well-tolerated form of 
ferric pyrophosphate...plus sorbitol for 
enhanced absorption of both iron and By. 


an 
Lysine- Vitamins 


WITH IRON SYRUP 


e . Average dosage is 1 teaspoonful daily. Available in botties of 4 and 16 fi. oz. 
delicious Each teaspoonful (5 cc.) contains: 

cherry flavor— Big 25 megm 

Ged 10 mg 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
*Reg. Pat. Off. 
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THE 


KEELEY 
INSTITUTE 


447 W. Washington St. 
GREENSBORO, 
NORTH CAROLINA 


And Hospital For Rehabilitation 
‘The ALCOHOLIC 


A. F. Fortune, MD: Medical Director 

Ben F. Fortune, MD: Associate Medical Director 
R. H. Dovenmuehle, MD: Consultant in Psychiatry 
In-patients are accepted in state of acute 
waiting period required, 


DR. HOWARD R. MASTERS 


TUCKER HOSPITAL, INC. 
212 West Franklin Street 
Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neurol- 
ogical patients. 
Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. GEORGE S. FULTZ, JR. 
Dr. ROBERT K. WILLIAMS 


Dr. JAMES ASA SHIELD Dr. WEIR M. TUCKER 


Dr. AMELIA G. Woop 


The 
Thompson 
Homestead 


School 


FREE UNION 


FOR 
EXCEPTIONAL 
CHILDREN 


Year-round private 
home and school for 
infants, children and 
adults on pleasant 


250 acre farm near Charlottesville. 
Write for booklet. 
Mrs. J. BAscom THOMPSON, Prinetpal 


VIRGINIA 


YOUR 


%. 

= 5 


i 
: 
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Central Antitussive Effect — mild, dependable 
Topical Decongestion — prompt, prolonged 


Neo-Synephrine® 
Thenfadi@ hydrochioride........... 
Dihydrccodeinone bitartrate . 
Potassium guaiaco} sulfonate 
Ammonium chloride 

Mentho! 

Chloroform .............. 

Gotties of 16 fi, oz. 


LXXV 
I, XIV, XV 
XVI, XVII 
XXXVIII, 
XIX, LXIX 
| 
Both CENTRAL and PERIPHERAL 
Yo, 
of 
4 A 
 ANTITUSSIVE - DECONGESTANT + AN 
| 4.0 mg. 
Antihistaminic and Expectorant Action 3 


HIGHLY EFFECTIVE CYCLIC THERAPY 


(norethindrone, Parke-Davis) 


In gynecological disorders amenable to progestational therapy, clinical 
effects of injected progesterone can now be produced by small oral doses 
of NORLUTIN. In amenorrhea, for example, 10-20 mg. daily for 5 days— 


after estrogen priming—will induce “...a prompt temperature rise and 
withdrawal bleeding 24-72 hours after medication is stopped.”! 


CASE SUMMARY* Amenorrhea of four years’ duration in a 24-year-old married 
woman. A course of 10 mg. NORLUTIN, twice daily for five days, was followed 
after three days by menses. When no spontaneous menstruation occurred during 
the following 35 days, this treatment was repeated and again induced menses. 


Using ethisterone, similar results were unobtainable in this patient. 


INDICATIONS FOR NORLUTIN: conditions involving deficiency of progesterone such as 
primary and secondary amenorrhea, menstrual irregularity, functional uterine bleeding, 
endocrine infertility, habitual abortion, threatened abortion, premenstrual tension, and 
dysmenorrhea. 


PACKAGING: 5-mg. scored tablets, bottles of 30. 


REFERENCES: (1) Greenblatt, R. H., & Jungck, E. C.: J.A.M.A. 166:1461 (Mar. 22) 1958. (2) Hertz, R.; 
Waite, J. H., & Thomas, L. B.: Proc. Soc. Exper. Biol. & Med. 91:418, 1956. 
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BY MOUTH 


progestational agent 


with unexcelled potency 


and unsurpassed efficacy 


\ | 


Compazine 


nausea and vomiting 


—from virtually any cause 


e in pregnancy — pre- and postoperative states — 
gastroenteritis—alcoholism—cancer and chronic 
diseases 


e control is achieved with low dosage—usually 
15 to 20 mg. daily—and often within a half 
hour after the first oral dose 


“Compazine’ is remarkable for its freedom from drowsiness. Patients 
carry on normal activities and often experience an actual alerting effect. 


Sao for immediate control of severe vomiting: 


Ampuls, 2 cc. (5 mg./cc.) 


NEW: Multiple dose vials, —always carry one in your bag 


10 cc. (5 mg,/cc.) 
Also available: 
Tablets, 5, 10 and 25 mg., in bottles of 50 and 500. 
Spansulet capsules, 10, 15 and 30 mg., in bottles of 30 and 250. 
Suppositories, 5 and 25 mg., in boxes of 6. 
Syrup, 5 mg./teaspoonful (5 cc.), in 4 fl. oz. lightproof bottles. 


Smith Kline & French Laboratories, Philadelphia 


*®T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K_R, 
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